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The B.M.A. in Committee 








CENTRAL ETHICAL COMMITTEE 


One of the five objects of the British Medical Association 
which were set out in the prospectus in 1832 was “the 
maintenance of the honour and respectability of the pro- 
fession.” During its history the Association has sought to 
regulate the conduct of its members towards one another 
and towards their patients and the non-medical public in a 
manner consistent with the highest standards of integrity and 
fair dealing. The actual circumstance which led to the 
appointment of a Committee on Medical Ethics in the fifties 
of the last century was the action of the West Somerset 
Branch in expelling a president-elect on account of unpro- 
fessional conduct in consulting with an unqualified person. 

The Central Ethical Committee is now one of the most 
important and least publicized committees of the Associa- 
tion. It certainly presents reports to the Council and, 
through the’ Council, to the Representative Body, but its 
principal work is of a more individual character, the giving 
of advice in disputed cases, and the adjustment of practice 
difficulties so far as they relate to the ethical sphere. It 
seeks to answer questions and issue guidance, to prevent 
and forestall professional misbehaviour in preference to 
punishing it after its occurrence, 


Expulsion 


Its final weapon is the expulsion of a member, but, look- 
ing back on the proceedings of Council over more than 
thirty years, it is remarkable how seldom it has been neces- 
sary to invoke its use. A year or two ago an endeavour 
was made to increase the penalty by publishing the name 
of the offender and the nature of the offence, but this was 
turned down by the Representative Body, in which it was 
pointed out that the offence was a minor one in comparison 
with those which come up for judgment by the General 
Medical Council and that the offender would still remain 
on the Medical Register. The publication of his name in 
such circumstances would be a source of embarrassment to 
him beyond what he deserved. Nevertheless, the penalty 
is a real one, for medicine is a co-operative profession above 
most others, and the disapproval of the doctors practising 
in his locality is one of the greatest disadvantages under 
which a practitioner can labour. 


Expulsion from the Association does not, of course, debar 
a practitioner from continuing to practise. Removal from 
the Medical Register rests with the General Medical Coun- 
cil, and is a consequence of some serious offence, such as 
a conviction in a court of law of felony or misdemeanour, or 
of some grave misdoing which the Council decides in the 
light of the circumstances of the particular case to be 
“infamous or disgraceful conduct in a_ professional 
respect.” 

Advice and Guidance 


What may be called the “ invisible’ work of the Central 
Ethical Committee in the form of advice and guidance is 
invariably based on previous decisions embodied in the 
case law which has been accumulated at Headquarters. 
Questions relating to professional secrecy, to the “ covering ” 
of unqualified persons, to doubtful certification or report- 
ing, to the contravention of the Dangerous Drugs Regula- 
tions, come forward again and again, but they come for- 
ward in fresh aspects owing to new legislation or altered 
structure of practice or the new interrelations of health 
services, and have to be re-interpreted. The ethics of 
medicine has rested from time immemorial on certain broad 
principles, first set out in that ethical monument the Hippo- 
cratic Oath, but it has constantly to be adapted to new 
developments. 

Indirect Advertising 


One of the earliest decisions of the Ethical Committee, 
for example, was the condemnation of the publication of 
the biographies of living medical men. Some insidious 
methods of advertising and canvassing have made their 
appearance since then, and have called for warning by the 
Committee. Its guidance has extended to the legend on a 
door-plate or the insertion of a name in a directory, and 
now broadcasting and television have introduced new 
problems in this field. The matter would be relatively 
simple if it were a question of anonymity, but it is not. 
For example, a doctor may write a letter to a newspaper, 
and to this there may be no objection, but if he writes fre- 
quent letters above his own name complaint may arise that 
he is concerned to bring his name before the public. It is 
not the question “ What’s in a name ?” but the manner in 
which the material published is announced and built up. 
Where is the line to be drawn ? From time to time, perhaps 
because a case with some unusual features has arisen, there 
have been debates on such matters as patenting in the medi- 
cal field, and again on dichotomy or the sharing 3 ta 
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other than in normal partnership. Any committee charged 
with the ethical guardianship of a professional association 
has often a very delicate task to perform. 


Membership of Committee 

The Central Ethical Committee consists of twelve mem- 
bers, half of whom are elected by the Representative Body 
and half by the Council. Associations have the committees 
they deserve, and the British Medical Association has shown 
itself well deserving in the men, all of them with long pro- 
fessional experience, and some of them with medico-legal 
experience as well, who have served its Ethical Committee. 
Its succession of chairmen has been noteworthy. Many 
will recall the chairmanship of Dr. R. Langdon Down and 
of Dr. C. O. Hawthorne ; in more recent times its chairmen 
have been Dr. N. E. Waterfield, from 1936 to 1948, and 
Dr. J. G. Thwaites, from 1948 to 1952. The present chair- 
man is Dr. Robert Forbes, who is Secretary of the Medical 
Defence Union. 

All the members of the Central Ethical Committee are 
men and women fully aware of the exigencies and perplexi- 
ties which daily face the busy practitioner. In this respect 
it can be contrasted with the General Medical C@uncil, 
which draws much of its membership from academic fields, 
though the position there is now altered to some extent 
under the new Act by the setting up of the Medical Dis- 
ciplinary Committee, which contains a higher proportion 
of doctors in active practice. But it can be said that for 
over 90 years the doctors who were unfortunate enough 
to have to appear before the Council were judged by a body 
of men, of course of the highest integrity and who 
approached their task in a judicial spirit, but who were in 
the main men from the teaching schools and the consultant 
side of medicine, with no experience, at all events recent, of 
the rough-and-tumble of the ordinary doctor’s day. 

In earlier days the Association itself occasionally appeared 
as a complainant before the General Medical Council, but 
during the last quarter of a century there has been in the 
experience of the writer only one such case. The fact is 
that to bring a case before the General Medical Council 
places the members of that body, or, now, of its Medical 
Disciplinary Committee, in a dilemma, because those of 
them who are members of the Association, as nearly all 
of them are, must either resign their membership of the 
Committee or withdraw during the hearing of the case. 


Routine Work of the Committee 

Among recent work of the Committee may be mentioned 
the working out of guiding rules of professional conduct in 
relation to dentists, examining medical officers, industrial 
medical officers, and others to whom may fall the delicate 
task of dealing temporarily with another practitioner's 
patient. In 1949, in view of the number of men coming 
into medicine with post-war qualifications, who, owing to 
the upheaval of the war, might not have received a thorough 
grounding in the ethics of medical practice, it published a 
book entitled Ethics and Members of the Medical Profes- 
sion; and in 1950, with the help of the solicitors to the 
Association, it revised and brought up to date the rules of 
procedure in ethical matters, particularly as governing the 
relationship of members to one another and to members 
of the ancillary professions. It should be added that the 
Divisions and Branches also have their Ethical Committees 
which deal with ethical questions arising in their areas. 
The honorary secretary to a Division is expected to refer 
any complaint to Headquarters in order that he may be 
properly advised. 

If medicine has framed for itself stricter rules than those 
which obtain in other professions it is because no profes- 
sion is so personal or so intimate, nor have the members 
of any other profession, except perhaps the Church, the 
same access to the homes and confidences of the people. 
Every profession now has its code of practice, and many 
business groups have also formulated similar codes, but 
the medical code can claim to be the most ancient, the most 
explicit and authoritative, and perhaps the best obeyed. 


MEDICAL PRACTICES COMMITTEE 
DESIGNATED AREAS 


In publishing the following list of areas designated as at 
June 15, the Committee wishes to emphasize that doctors who 
are interested in starting a practice in any of these areas 
should first inquire from the executive council for the area 
in question for the up-to-date position before entering into 
any firm commitment in the acquisition of premises. 

The names of areas where the position is finely balanced 
and the admission of one or two doctors only may result in 
reclassification are marked with an asterisk (*). 


ENGLAND: COUNTIES 


Bedfordshire—*Dunstable; Luton; ‘*Leighton 
*Woburn, Toddington, Ampthill, and Cranfield. 

Berkshire —Urban and Rural Districts of *Abingdon. 

Buckinghamshire —* Aylesbury ; *Bletchley; *High Wycombe ; 
*Newport Pagnell; *Stony Stratford. 

Cambridgeshire —Borough of *Cambridge. 

Cheshire-—Crewe and Nantwich (*Crewe and Haslington, 
*Sandbach); Hyde, Dukinfield and Stalybridge (*Dukinfield) ; 
Runcorn (*Runcorn); Wirrall (New Ferry and Bebington). 


Buzzard ; 


Cumberland.—Districts of ‘*Brampton; *Cockermouth; 
*Whitehaven with Rowrah. 
Derbyshire——Boroughs of “Chesterfield; Ilkeston. Urban 


Districts of *Alfreton; *Clay Cross; *Heanor; *Long Eaton; 
*Ripley; Swadlincote. Rural Districts of *Blackwell; Chester- 
field; *Clowne; *Shardlow. 

Durham.—Municipal Borough of *Jarrow. Urban Districts of 
*Billingham; *Bishop Auckland; *Blaydon; *Boldon; *Brandon 
and Byshottles; *Chester-le-Street; *Crook and Willington; 
*Felling; *Hebburn; *Hetton; Houghton-le-Spring; *Ryton; 
Seaham; *Spennymoor; Stanley; *Tow Law; *Washington; 
*Whickham. Rural Districts of *Chester-le-Street; *Easington ; 
*Sedgefield (with the exception of Sedgefield Village and 


Stillington). 
Essex.—Boroughs of Barking; “Chelmsford; *Chingford; 
Dagenham; *Harwich; Ilford; Leyton; *Romford (except 


Harold Hill Housing Estate); *Walthamstow. Urban Districts of 
*Billericay; *Braintree and Bocking; *Canvey Island; Horm- 
church; *Rayleigh; Thurrock (except Aveley Housing Estate). 
Rural Districts of *Great Dunmow; *Rochford; *Tendring 
(except Great Bentley, St. Osyth, and Thorpe-le-Soken); Harlow 
New Town Development Area. 

Gloucester County and City.—*Chipping Sodbury; *Cinder- 
ford and Drybrook; *Dursley, Uley, and Wotton-under-Edge ; 
*Hanham, Kingswood, and Warmley; *Stonehouse. 

Hampshire.—Municipal Boroughs of *Aldershot; *Gosport. 

Hertfordshire.-—Urban District of *Waltham Cross. 

Isle of Ely —*March District; *Whittlesey District. 

Kent and Canterbury.—Boroughs of Bexley; *Chatham; Dart- 
ford; Erith; Gravesend; *Margate; *Rochester. Urban Districts 
of Crayford; *Northfleet. 

Lancashire.—Districts of *Ashton-under-Lyme; *Ashton-in- 
Makerfield; *Bacup; Chorley; *Denton; *Droylsden; *Fails- 
worth; *Haydock; Hindley; *Irlam; *Kearsley and Farnworth; 
*Lees; Leigh; *Litherland; *Middleton; *Newton-le-Willows ; 


Prescott; *Radcliffe; *Stretford; *Swinton and Pendlebury; 
*Tyldesley; Widnes; *Worsley. Rural Districts of *Preston; 
*Wigan. 


Leicestershire and Rutland.—*Ashby-de-la-Zouch; Coalville; 
*Hinckley; *Leicester (surrounding areas); *Lutterworth District 
(except Peatling Magna). 

Lincolnshire (Kesteven).—Districts of *Grantham; *Stamford. 

Lincolnshire (Lindsey).—Brigg area (*Barton-on-Humber Urban 
District; *Brigg Urban District; *Broughton (Glanford Brigg 
Rural District); *Scunthorpe. Borough). Grimsby area (*Clee- 
thorpes Borough); Isle of Axholme (*Isle of Axholme Rural 
District). 

London.—Boroughs of Battersea (*That portion of the Wards 
of Latchmere and Winstanley south of and including Battersea 
Park Road; *Bolingbroke Ward).; Camberwell (Wards of *West 
and Town Hall; *St. Mary, Rye Lane and St. Giles; *Alleyn, 
St. John’s, The Rye and Nunhead); *Deptford; Greenwich 
(Wards of *St. Nicholas, North-West, West and South; *North 
1, 2, and 3, and Marsh); Islington (Wards of *St. Peters; Tolling- 
ton and Upper Holloway; *Canonbury); Lewisham (Wards of 
Culverley and St. Andrews; *Rushey Green and Lewisham Park ; 
*Whitefoot and Grove Park); Poplar (Wards of *Poplar West, 
Poplar East, and Poplar North-West; *Bromley South-East and 
Bromley South-West; *Bromley Central, Bromley North-West, 
and Bromley North-East); *Southwark; Westminster (*Victoria 
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Ward); Woolwich (Wards of Dockyard, St. Mary’s River, St. 
George’s and Herbert; *Abbey Wood; *Sherrard). 

Middlesex.—Boroughs of Edmonton; Hendon (*Burnt Oak and 
*West Hendon Wards only); Heston and Isleworth; Southall; 
Tottenham; Twickenham; Willesden (*Carlton, *Harlesden, 
*Roundwood, *Stonebridge, and *Willesden Green Wards only); 
Wood Green (Noel Park and *Town Hall Wards only). Urban 
Districts of Enfield (except Cambridge Road, Green Street, and 
Town Wards); Feltham; Harrow (*Harrow Weald, *Queensbury, 
*Roxeth, and *Wealdstone North Wards only); Hayes and Har- 
lington; Ruislip-Northwood; *Uxbridge. 

Northamptonshire.—Districts of *Burton Latimer and Fine- 
don; *Corby; *Irthlingborough; Kettering; *Oundle; *Rushden 
and Higham Ferrers; *Wellingborough. 

Northumberland.—Boroughs of *Blyth; *Wallsend. Urban 
Districts of *Ashington, including Newbiggin-by-the-Sea; *Bed- 
lingtonshire; *Hollywell and Shiremoor (Seaton Valley Urban 
District); *Newburn. 

Nottingham County and City.—Nottingham City (except District 
No. 1 and 3). Boroughs of *Worksop. Districts of *Arnold; 
*Beeston; *Carlton and Netherfield; *Eastwood; *Hucknall; 
*Kirkby-in-Ashfield ; *Stapleford; Sutton-in-Ashfield; *Warsop. 

Salop.—* Shrewsbury ; *Wellington Town (with Hadley). 

Somerset.—Rural District of *Clutton. 

Staffordshire —City of *Lichfield. Boroughs of Bilston; 
Rowley Regis; *Stafford; *Tamworth; Tipton; Wednesbury. 
Urban Districts of *Amblecote; Brierley Hill; *Brown Hills; 
*Cannock: *Darlaston; *Kidsgrove; *Rugeley; Sedgley; *Wed- 
nesfield ; *Willenhall. 

Suffolk West.—Borough of *Bury-St.-Edmunds. 

Warwickshire —Boroughs of Nuneaton; *Rugby. ' 

Wiltshire—*Chippenham; *Malmesbury and Rural District; 
*Purton; *Salisbury; Swindon and District ; *Warminster. 

Worcestershire —* Bromsgrove ; *Cofton Hackett and Rubery; 
*Halesowen ; Kidderminster; *Oldbury ; Stourbridge. 

Yorkshire (East Riding).—*Beverley (exchiding Leven). 

Yorkshire (North Riding).—Urban Districts of *Eston; *Guis- 
borough. 

Yorkshire (West Riding).—Boroughs of *Ossett; *Pontefract. 
Urban and Rural District of *Penistone. Urban Districts of 
*Adwick-le-Street ; *Bentley with Arksey; Bingley (*South and 
East Wards only); *Castleford; *Colne Valley ; *Conisborough : 
*Featherstone; *Maltby; *Meltham; *Mexborough; *Royston: 
*Sowerby Bridge; *Wath-upon-Dearne; *Worsborough. Rural 
District of Hemsworth; *Wakefield ; *Wortley; Thorne (Parishes 
of *Hatfield and Stainforth only). 


COUNTY BOROUGHS 


Barnsley. Barrow-in-Furness. Birmingham (*Aston; *Brand- 
wood; *Hall Green; *Harborne; *Kingstanding; *Perry Barr; 
Saltley ; *Sandwell; *Springfield ; *Stockland Green; *Washwood 
Heath; Yardley). *Blackburn. Bootle. ‘*Bradford. Bristol 
(*Knowle). *Burton-upon-Trent. Coventry. Croydon (*Croydon 
North Parliamentary Division). *Derby. Dudley. East Ham. 
Gateshead. Great Yarmouth. *Grimsby. *Halifax. Hudders- 
field (districts of *Lockwood, Berry Brow, and Newsome; 
*Paddock, Crosland Moor, Longwood, and Méilnsbridge). 
Kingston-upon-Hull. Leeds (County Borough of Leeds, except 
Hyde Park, Roundhay, Headingly, and Harrogate Road End). 
Leicester. Liverpool (Postal Districts *4, 5, 7, 13, *14, *20). 
Manchester. *Middlesbrough. Newcastle-upon-Tyne (East 
Area). Northampton. Norwich. Oldham. Plymouth (Southern 
section). Portsmouth (Central district). Preston. *Rochda!e. 
Rotherham. St. Helens. Salford (*Pendleton; Salford, Central). 
Sheffield (County Borough of Sheffield, except Broomhill, Eccles- 
hall, Fulwood and Nether Edge). Smethwick. Southampton. 
Southend-on-Sea (*Southend-on-Sea and Thorpe Bay; *West- 
cliffe-on-Sea; | *Shoeburyness). South Shields. Stockport 
(*County Borough of Stockport, except those areas adjacent to 
the Rural Districts in the Cheshire Executive Council’s area). 
Stoke-on-Trent (*Burslem and Longport: *Hanley, Shelton, 
Bucknall, Abbey Hulton and Milton; *Smallthorne and Norton: 
*Longton and Meir). Sunderland.  *Tynemouth. *Wakefield. 
Walsall. Warrington. West Bromwich. West Ham (County 
Borough of West Ham, except the Dis‘rict of West Ham bounded 
by Bridge Road, Stratford, The Broadway, The Grove and Forest 
Lane, Woodgrange Road, Upton Lane, Portway, Abbey Road, 
and Bridge Road). *West Hartlepoo!. Wigan. Wo!verhampton. 


WALES: COUNTIES 


Denbighshire and Flintshire—*Buckley; ‘*Cefn Mawr; 
*Connah’s Quay; *Mold; *Rhosllanerchrugog. 

Glamorganshire-—Urban Districts of *Caerphilly (except Taffs 
Well Ward); *Glyncorrwg; *Llwchwr; *Maesteg; *Ogmore and 


Garw; *Pontypridd; Rhondda. Rural District of Pontardawe- 
(except Cwmllynfell classified as Restricted in the Carmarthen- 
shire Executive Council area). 

Monmouthshire and Newport.—Urban Districts of *Bedwellty ;- 
*Ebbw Vale; *Risca; *Tredegar. *Urban and Rural Districts. 


of Pontypool. 
COUNTY BOROUGH 
Merthyr Tydfil—*Northern Area. 





— 


FILM COMMITTEE 


The Film Committee met recently under the chairmanship- 
of Dr. R. Prosper Liston. It was announced that a pro- 
gramme of film showings had been arranged for the dele- 
gates to the First World Conference on Medical Education. 
to be held at B.M.A. House in August. The Wellcome 
Foundation has kindly placed its film theatre at the dis- 
posal of the Association for this purpose. In addition an 
exhibition of medical photography will be shown in the. 
Great Hall, permission having been granted by the Royal 
Photographic Society, at whose recent exhibition the material 
was shown. 

It was reported that the following films had been pre- 
sented to the film library : 





“*Senile Obliterative Arteritis of the Legs,” by Ciba: 


Laboratories. 

““Some Aspects of Accessible Cancers,’ by an anonymous. 
donor. 

“*Sialography Technique’? and ‘‘Some Aspects of Muscle 
Relaxants,” by Messrs. May & Baker Ltd. 

“* Gastric Secretion,” by I.C.I. Ltd. 

“Cardiac Arrhythmias,” by Messrs. Abbott Laboratories Ltd). 

A second addendum:to the B.M.A. film catalogue was. 
authorized and will be sent when ready to all those holding: 
the catalogue. 

Particulars of several other films appraised were reported 
to the Committee, and it was learnt that the hirings of 
films during 1952 were 50% greater than in 1951. Arrange- 
ments are being made by Ethicon Sutures, Ltd., to show 
during the Annual Meeting the three-dimensional film on 
a complete operation for lung tumour. 

It was decided to acquire a copy of the film on Ramstedt’s 
operation by Mr. Rice-Edwards, of Newport, and of the 
film ‘“ Frog’s Sciatic-gastrocnemius Preparation’’ by Drs. 
Rashbass and Bligh for inclusion in the library. 





NEW ALDERSHOT AND FARNHAM 
DIVISION 
FIRST MEETING 


The inaugural meeting of the newly formed Aldershot and: 
Farnham Division was held at the Civil Isolation Hospital, 
Aldershot, on June 16. Dr. Balfour Barrow (honorary secre- 
tary, Southern Branch) opéned the meeting and was sup- 
ported by Dr. Ronald Gibson, Member of Council for the 
area. The attendance was encouraging. The formation of 
a fairly compact division in a well-defined “clinical” area 
seemed to the meeting to hold promise of much useful 
activity. Dr. Craig Lindsay was appointed chairman and 
Dr. L. P. Jameson Evans honorary secretary. 











WINCHESTER’S CORONATION BALL 


The Winchester Division held a highly successful Corona- 
tion Ball at the Guildhall, Winchester, on June 11. Nearly 
400 members and their friends attended. The Mayor and 
Mayoress of Winchester honoured the occasion with their 
presence, and with Dr. Ronald Gibson (chairman of the 
Division) and Mrs. Gibson received doctors and their guests. 
The general enjoyment was enhanced by a home-produced: 
cabaret led by Mr. J. S. Ellis. 


ie 


Seep e 


vy 


eee 


Ftdume 


ois ae eee te 


oe te aes ey hlt SRG: = 


Re SS ar 





De ee 


me 


~ 





ht ease 








4 Jury 4, 1953 


CENTRAL CONSULTANTS AND SPECIALISTS 


SUPPLEMENT To THE 
BRITISH MEDICAL JOURNAL 





CENTRAL CONSULTANTS AND 
SPECIALISTS COMMITTEE 


ORGANIZATION OF CONSULTANTS 
A meeting of the Central Consultants and Specialists Com- 
mittee was held at Headquarters on June 18, with Dr. T. 
ROWLAND HILL in the chair. The Chairman reported that, 
as instructed at the last meeting, the executive had reviewed 
the organization of the central and regional committees 
in the light of the views expressed in the regions. The 
matters associated with the introduction of the Service had 
largely been dealt with. The problems facing regional com- 
mittees had altered in character. They consisted chiefly of 
organization, representation of the views of consultants, and 
the day-to-day application of terms and conditions of ser- 
vice, contracts, and staffing arrangements. While in some 
regions the regional committee was a lively body, meeting 
regularly to deal with local problems, in others it existed 
almost only as an electorate for representatives to the 
central committee. The executive regarded it as imperative 
that the central committee, as the largest and only represen- 
tative constituent body of the Joint Consultants Committee, 
which is charged with the interests of consultants in negotia- 
tions with Government Departments and other bodies, 
should maintain an efficient organization, and the regional 
_ committees were an integral part of it and should play an 
active part in local affairs. 

The Committee adopted a proposal that continued en- 
deavours should be made to secure the recognition of 
regional committees by approaches to the regional boards 
for this purpose, and that a memorandum should be prepared 
to show ways in which regional committees could assist in 
the development of the Service and the benefits to be 
secured by co-operation between hospital boards and 
regional committees. 

Discussion took place on a further recommendation that 
the link between regional committees and the Headquarters 
secretariat needed strengthening and that visits to regions 
by members of the central staff would be welcomed. 

A subcommittee was set up to consider means whereby 
the consultants organization could be strengthened. 


Senior Registrars 
The CHAIRMAN reported to the Committee that the 
Ministry has now agreed with the Joint Consultants Com- 
mittee that undue hardship in the adjustment of senior 
registrar establishments will be avoided by senior registrars 


whose period of office is about to expire being allowed’ 


to apply for their own appointments, subject to their 
being held for a maximum of two additional years. The 
Committee, while welcoming this gesture, confirmed its 
original view that the only permanent solution to the prob- 
lem was an increase in consultant establishments. 


Entry of Registrars into General Practice 

A report from a liaison committee of consultants and 
general practitioners was also considered. This dealt, 
among other subjects, with the problem of the entry of 
former registrars and senior registrars into general practice. 
Every effort, it was thought, should be made to dispel any 
prejudice that might exist against registrars seeking openings 
in general practice, and publicity should be given to the 
problem of lack of junior staff, and the need for the closer 
integration of hospital and general practice. 

A representative of the registrars pointed out that 
registrars were loath to go on with hospital work if there 
seemed to be no chance of a consultant career, when at the 
same time by continuing their hospital work they were 
prejudicing their chances of establishing themselves in 
general practice. 

It was reported that the Ministry appears to be con- 
sidering how a greater use may be made of general practi- 
tioners in hospital work. This would help on the one hand 
to meet hospital staffing difficulties and, on the other hand, 
the desire of general practitioners to take their place in the 
hospitals. In addition such a procedure will restore the 


incentive for young practitioners to undertake a period of 
hospital service as a preliminary to entering into general 
practice, for a principal would be attracted to the idea of 
his junior undertaking hospital work and thereby enhancing 
the prestige of the practice. 

The consideration of the subject is to be continued by the 
liaison committee in the light of discussions between the 
Joint Committee and the Ministry and between the Staff 
and Management Sides of Committee “B” of the Medical 
Whitley Council. 


Relations between Hospital and General Practitioner 

Another matter discussed was certification by hospitals 
and the requirement that house-officers should send to the 
patient’s general practitioner a preliminary note regarding 
diagnosis and treatment immediately upon the discharge 
of the patient from the hospital. Mr. NicHOLSON-LAILEY 
pointed out that as a rule the house-surgeon, when he 
wanted to write a letter to the patient’s doctor, found the 
services of a typist unavailable, so that the matter was left 
over, and the letter eventually arrived several days after 
the patient had gone home. It would be much better to 
have a simple form filled up, signed by the house-surgeon, 
and given to the patient for him to give to his doctor as 
soon as he returned, the full report to follow within a 
few days. It was important that the general practitioner 
should know as soon as possible that his patient had been 
sent out of hospital, what had been done in hospital, and 
what treatment should be continued at home. 

Mr. KINDERSLEY asked whether this was the responsibility 
of the house-officer or of the consultant concerned. Surely, 
he said, the latter was the responsible officer. 


Domiciliary Consultation Arrangements 

The Committee considered a communication which had 
come by way of the liaison committee from the Kent 
and Canterbury Local Medical Committee on the question 
of domiciliary consultation arrangements. A circular which 
was issued to regional hospital boards and boards of 
governors defined “home” as the place where the patient 
was for the time being resident, but it did not include a 
private nursing-home except in the case of persons who 
were bona-fide residents in such homes. The local medical 
committee felt that patients in a private nursing-home 
should not be at a disadvantage. There were many cases 
where a patient had been forced to enter such a home, the 
fees of which he could not really afford, because there 
was no available bed in a hospital. In addition to the 
nursing-home fees, the specialists’ fees had to be paid. The 
lack of hospital accommodation caused very serious financial 
strain on these patients, and it was considered that the 
refusal to allow the domiciliary specialist service to operate 
was unreasonable. 


Qualifications of Medical Auxiliaries 


The Committee was profoundly disturbed by the news 
that the Minister intended to introduce regulations for 
covering qualification of medical auxiliaries and to dis- 
regard the recommendations of the Cope Committees on 
this subject. The Cope Committees were specially set up 
to make recommendations with regard to the training, 
qualification, and registration of medical auxiliaries 
employed in public service, and, although the recom- 
mendations are not necessarily the last word, nevertheless 
it was agreed by all parties concerned that provision along 
their lines would be generally satisfactory. In particular 
the Committee was alarmed at the idea that the Minister 
himself would assume responsibility for approving the 
standards of training and qualification. The matter is being 
pursued by the Joint Consultants Committee. 

Among other matters considered were further problems 
associated with the many cases of litigation, and the position 
of pre-registration house-officers. ' 

It was also reported that the question of increased 
remuneration for hospital medical staff is being actively 
pursued through the Whitley Council. 
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G.M.S. COMMITTEE AND COLLEGE OF 
GENERAL PRACTITIONERS 


There has been a meeting between representatives of the 
General Medical Services Committee and the College of 
General Practitioners to discuss ways in which the two 
bodies could be of mutual assistance in helping the general 
practitioner. A useful exchange of views took place, and 
further meetings will be held as and when necessary. 








GENERAL MEDICAL SERVICES 
COMMITTEE 


DISCUSSION ON THE MINISTER’S SPEECH 


A meeting of the General Medical Services Committee 
was held on June 18, the day following the Conference. 
Dr. A. TALBoT ROGERS was unanimously re-elected to the 
Chair for the new session. 

The Minister's speech to the Conference was the subject 
of discussion. Dr. M. Sorspy suggested that certain matters 
arising from the speech should be tackled immediately. The 
first concerned the Minister’s statement that the general 
practitioner should undertake more home treatment. Any 
discussion with him on that point should emphasize the fact 
that to undertake home treatment efficiently the co-opera- 
tion of local authorities must be obtained, with the pro- 
vision of more district nurses and home helps. With regard 
to direct access to x-ray and pathological laboratories, some 
hospitals stated that this was wellnigh impossible, because 
the laboratories were not large enough nor were there 
enough technicians. The main theme of the Minister’s talk 
had been prescribing. Here the medical profession was 
not directly responsible for the cost of the materials, the 
agreement having been reached with the industry and 
pharmacists, yet it was always to the doctors they came and 
said that something must be done about the cost. 

Dr. Wanp remarked that three or four years ago he 
headed a deputation to the then Minister concerning the 
cost of the drug bill, and at least twenty different ways of 
saving money on the drug bill were suggested, but only a 
few of them were accepted. It would be necessary to give 
evidence to the Guillebaud Committee, but the more the 
report of such a committee could be anticipated the better. 
He suggested the immediate setting up of a Working Party 
of the two sides to discuss these matters—a Working Party, 
intraprofessional and ministerial, which might by means of 
subcommittees deal with the whole problem raised by the 
Minister’s speech. 


Sponsored Television 


Dr. A. BEAUCHAMP mentioned the possible effect of com- 
mercial television upen prescribing. This was fraught with 
dangers from the doctor’s point of view. Dr. FRANK GRAY 
said that if anything was to be done about television it must 
be done now. What would be the position in their surgeries 
the next morning if drug advertisements were on television 
the previous night ?_ If commercial television were adopted 
there was bound to be an enormous pressure on the doctors, 
with further increase in the cost of drugs. 

Dr. SUTHERLAND suggested that the Minister be approached 
with a view to some public announcement against patients 
putting pressure on doctors to give them something that they 
had heard about, whether through television or other 
medium. 

Dr. P. J. Gisppons considered television to be no more 
dangerous than newspaper advertising. Dr. J. A. BROWN 
said that if commercial television increased as it had done 
in America they would go from bad to worse in the matter 
of being asked for patent medicines. 

The CHAIRMAN said that television had become‘a very 
vivid thing in the lives of many people, and he was quite 
certain that, no matter what effect it had on the drug bill, 


it would have a very serious effect on the amount of con-- 
sultation. Any advice they tendered to the Minister would 
be based purely on scientific prediction and would not have 
any political implications. 

A resolution moved by Dr. BEAUCHAMP, seconded by Dr.. 
WOOLLEY; was agreed to: “ That this Committee is apprehen- 
sive of the possible effects of sponsored television on the 
cost of the pharmaceutical services, and desires the Minister 
carefully to consider this problem.” It was also decided to: 
add the point that the Committee was perturbed by reason 
of the danger of self-prescribing by the public. 


Further Consultations with the Ministry 


Dr. WaND then described the way in which, in his opinion, 
the subject of the Working Party which he had mentioned 
earlier should be approached. He said that they had now a 
Minister who knew their problems, and, as he had shown 
on the previous day, was determined that the Health Service 


- should not go down under economic difficulties. The 


Ministry and the doctors should get together around the 
table and solve the problems as they arose. In years past, 
whatever suggestions the profession had to make for the 
benefit of the service had been fought for against great re- 
sistance, but that resistance had been slowly broken down. 
The present would be an excellent opportunity to get to- 


-gether in a Working Party with the Minister and with the 


pharmacists coming in at the proper time. To an objection 
to the term “ Working Party” Dr. Wand replied that the 
name was unimportant ; what mattered was that the doctors 
and the Ministry should get together in co-operation. It 
might be called a steering committee. 

It was agreed that a letter suggesting early consultation 
with the department should be immediately sent to the 
Minister. , 


Employment of Whole-time School Medical Officers 


Dr. T. L. Scott, honorary secretary of the Medical 
Officers of Schools Association, attended in support of a 
case which his organization had put up concerning the re-- 
muneration of whole-time school medical officers and the 
distribution scheme. He said that the distribution scheme 
seemed to deal rather hardly with those few members of 
his association who had limited lists. The trouble was that 
they had been classed with other institutional medical 
officers, but these latter were in charge of inmates of institu- 
tions,-whereas the school medical officer was primarily con- 
cerned with the general-practitioner service which he gave 
to the pupils of his school. The distribution scheme laid it 
down that loading should not be payable to practitioners 
with limited lists, including, among others, medical officers 
of schools, and that the capitation payments otherwise due 
to such practitioners should be reduced 20%. The cut 
was said to be partly due to the non-liability of school 
medical officers to emergency calls, but in fact the school 
medical officer did get night calls ; indeed, he got more calls 
at night, because the people in charge of boys at school were 
less prepared than the parents to take risks. Again, it had 
been suggested that they worked only for three-quarters of 
the year, but in fact there was a certain residue on the list 
left behind after the boys had gone home on vacation. He 
gave some figures illustrating the large amount of work 
which fell to the whole-time school medical officer, and 
pointed out that adolescents needed more medical attention 
than adults. The school medical officer gave a general- 
practitioner service so far as the N.H.S. was concerned, and 
probably a more intensive and extensive service in that the 
school provided both out-patient and in-patient accom- 
modation. 

Dr. Scott answered a number of questions, and said 
that it was an entire mystery why the school medical officer, 
in view of his duties and responsibilities, was not subject to 
loading. 

The CHAIRMAN said that the Government, rightly or 
wrongly, dealt differently with people having limited lists, 
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and did not consider that limited-list men should rank for 
the different loading. He thanked Dr. Scott for the clear 
way in which he had put his case, and said that the Com- 
mittee would give it careful consideration. 


Other Business 


Correspondence was reported with Dr. W. J. Grant, of 
Shrewsbury, who had moved the resolution at the recent 
Extraordinary General Meeting. Dr. Grant had made cer- 
tain suggestions concerning the rights of the small-list 
practitioner and a modification of the present scheme of 
distribution. It was agreed after some discussion to send 
the suggestions to the Working Party, but to inform Dr. 
Grant that they were being sent without acceptance of the 
conditions set out in his letter. 

A long report was made on matters recently discussed 
with the Ministry. One matter concerned the appointment 
of general practitioners on regional hospital boards. The 
Ministry stated that a general practitioner had now been 
appointed to the South-west Metropolitan Regional Board, 
No G.P. had yet been appointed to the Birmingham Board, 
and it was agreed that this lapse should be taken up with 
the Ministry. The CHAIRMAN remarked that local medical 
committees should say whom they wanted. Some regional 
boards did not think of having a general practitioner at all. 
The position was being approached in which there would be 
at least one general practitioner on every board. Further- 
more, the practitioner should be one who was representative 
of his fellows and had their confidence. 

A draft leaflet prepared by the Central Council for Health 
Education on the rhesus factor was regarded as satisfactory 
and one with which general practitioners should be 
acquainted, but it was felt that it should be issued by practi- 
tioners or clinics only to women who were rhesus-negative, 
not to every woman who was pregnant. 

The statement of the Minister of National Insurance that 
it was his intention that confinements in private nursing- 
homes should rank for home confinement grant was noted 
with satisfaction. 

It was reported that at a recent meeting of the Central Medi- 
cal Recruitment Committee an inquiry had been made whether 
the rule regarding the maximum size of lists was applicable 
to a practice where, as a consequence of one of the partners 
being called up for national service, the average lists of the 
remaining partners exceeded the permitted maximum. Dr. 
WOOLLEY pointed out that in wartime this was covered by the 
protection of practices scheme. The CHAIRMAN said that a 
man called up for military service should count as a con- 
tinuing partner, subject to satisfactory deputizing arrange- 
ments. It was agreed to seek a definite ruling from the 
Ministry that a doctor called up was still on the list. 

A letter from the Ministry (which was described by one 
member as the most satisfactory letter to be received for a 
long time) concerned prescriptions for gin or brandy with 
morphine, which had been challenged by the regulations. 
The Ministry stated that the general principle that wines 
and spirits should not normally be prescribed as drugs was 
a sound one, but the mixture which was described as a last 
palliative in cases of inoperable cancer should not be the 
subject of challenge, and a confidential instruction was 
being sent to the Pricing Bureaux on the subject. 





a 





ANNUAL REPRESENTATIVE MEETING 
AGENDA 
MEDICAL FILMS 


Paragraph 26 of the A.R.M. Agenda published in last 
week’s Supplement (p. 303) should read: 


26. Motion by the Chairman of the Film Committee on 
behalf of the Council : That the Annual Report of Council 
under “ Medical Films” (Doc. A.R.M. 2, 
received. 


para. 191) be 


HOSPITAL STAFFS IN NORTHERN 
IRELAND 


LIAISON WITH HOSPITALS AUTHORITY 


The hospital section of the Health Service in Northern 
Ireland is organized and administered by the Northern 
Ireland Hospitals Authority. This body is analogous to 
a regional hospital board, with the exception that the 
Authority is empowered with full responsibility. its decisions 
being subject only to ministerial approval. The Minister 
of Health in Northern Ireland does not exercise the same 
degree of control over hospital organization as does the 
Minister of Health in England and Wales, or the Secretary 
of State in Scotland. 
No Whitley 


The Terms and Conditions of Service of Hospital Medi- 
cal and Dental Staff in Northern Ireland follow very closely 
those in England and Wales and Scotland with one or two 
local exceptions. There is, however, one main difference 
between the two hospital services—namely, that there is no 
Whitley machinery in Northern Ireland and therefore no 
recognized means whereby terms of service may be modified 
by agreement ; nor is there any regional machinery through 
which an aggrieved individual may appeal against the way 
in which the terms of service are applied in his particular 
case. 

Liaison Committee Set Up 

Following discussions between the Authority and the 
Northern Ireland Branch of the B.M.A. it has now been 
agreed that a liaison committee be established between the 
two bodies. This committee will meet quarterly and discuss 
matters of common interest. 

The first meeting took place on June 23 and a number 
of items were discussed, such as the establishment of appeals 
machinery, domiciliary consultations, review of existing con- 
tracts, holidays and leave arrangements, junior hospital staff- 
ing, remuneration of hospital medical staffs, and so on. This 
committee should increase confidence amongst hospital staffs 
and should also be a help to the Authority, who will now 
have means at their disposal of ascertaining the views of 
hospital staffs on current problems from time to time. 








CONFERENCE OF REGIONAL OFFICERS 


A Conference of officers in charge of regional offices was 
held at B.M.A. House on June 12. With one exception 
all the offices, now 12 in number, were represented, and 
discussion ranged over a wide field of subjects related to 
the work and function of regional offices and their liaison 
with Headquarters. 


The Function of Regional Offices 


The Secretary of the Association, Dr. Macrae, who took 
the chair, referred to regional offices as the “outposts of 
B.M.A. House” and paid a tribute to the way in which 
these offices were fulfilling their main task of relieving 
honorary secretaries of Divisions and Branches of the burden 
of clerical work. The extent to which this is being achieved 
is shown by the fact that, where these facilities are available, 
nearly 90% of Branches and Divisions have their clerical 
work done by the regional offices. Three officers report the 
dispatch of well over 20,000 letters in the year. Dr. Macrae 
referred to expressions of appreciation he had receivéd 
from Divisions. 


Unrestricted Service 


The services given are by no means limited to helping 
local units of the Association. It is the policy of the 
Council that the regional offices should come to be recog- 
nized as medical centres in their areas, and it is encourag- 
ing to note that they are giving help to a number of other 
bodies. Among these may be mentioned local medical 
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committees, regional consultants’ committees, and local 
committees of the registrars’ group, of the Ladies’ Guild of 
the Royal Medical Benevolent Fund, and of the British 
Medical Students’ Association. 


Temporary Changes of Address 


Many of the questions discussed were concerned with 
administration, including the impact on regional offices of 
the new system of budgetary control and the merging at 
the Central Office of the Records Departments. A point of 
interest to honorary secretaries arose out of the discussion 
on the maintenance of lists of members and non-members. 
It has always been difficult to keep in touch with members 
holding temporary appointments, because the only address 
recorded is their permanent address to which the Journal is 
sent. Thus they are often “lost” for the time being both 
to their home Division and to the Division in which they 
are temporarily working. The co-operation of regional 
officers has been enlisted in putting these members in touch 
with honorary secretaries so that they may be invited to 
take part in Division activities. 








SPECIALISTS IN SCOTLAND 
TOTAL INCREASE 


In answer to questions asked in the House of Commons, 
Commander Galbraith circulated figures comparing the num- 
bers of specialists employed by regional hospital boards in 
Scotland since December 31, 1949. These figures show that 
the total numbers of consultants and senior hospital medical 
officers, both whole-time and part-time, rose from 920 to 
1,081 at March 31, 1953. 


Whole-time S.H.M.O. Increase 


The rise is mainly accounted for by the increase in whole- 
time specialists. The figures at December 31, 1949, show 
283 whole-time consultants rising to 368 at March 31, 1953, 
and an increase in whole-time S.H.M.O.s from 163 to 224. 
The number of part-time specialists, on the other hand, 
remained fairly steady. At December 31, 1949, there were 
363 part-time consultants and 111 part-time S.H.M.O.s, and 
at March 31, 1953, these numbered 380 and 109 respectively. 








Questions Answered 








Income-tax Allowances 


Q.—I am in partnership in a general practice which has a 
lock-up surgery, but I occasionally have to see patients at 
my house by appointment and in emergency. So far as 
possible my wife makes herself available to receive tele- 
Phone calls out of surgery hours, and when we are both 
out a deputy receptionist is available. My car is garaged 
at my house in a separate lock-up costing £120 to complete. 
What allowances may I claim ? 


é/ 

A.—Where the private residence as well as the surgery 
is used for professional purposes some allowance can be 
claimed for expenses thereby incurred, but it is not possible 
to suggest any general basis of claim, other than to say 
that the expenses must have actually been incurred and that 
the amount claimed should be a reasonable one. For in- 
stance, it is not sufficient to show that the claimant's wife 
does in fact spend time answering the telephone and seeing 
callers, unless she is paid for so doing out of the receipts 
of the practice. The fact that, if she were not available. 
£x per week would have to be paid to some other individual 
does not prove that, in the circumstances which exist, £x 
per week is a reasonable amount to pay the wife and claim 
as an expense incurred in the conduct of the practice. 


With regard to the use of the garage at the residence, it 
is assumed that so far at any rate there has been no increase 
in the rateable value of the premises as a result of the acquisi- 
tion of the garage, and a claim for, say, £10 a year is perhaps 
as reasonable as any other amount. ~ 


Reapplication of Initial Allowance 


Q.—In March, 1952, I bought a new car by hire purchase 
and was able to claim 40% initial allowance on the amount 
I put down (one-third of the total). When the initial allow- 
ance ceased after April I had to pay my monthly instalments 
in full, as it were. Now that a 20% initial allowance is in 
force again, am I entitled to claim for the six monthly 
instalments which remain to be paid ? 


A.—The restoration of the initial allowance for machinery 
and plant will, as at present proposed, operate as regards 
payment becoming due on and after the date to be specified 
in. the 1953 Finance Act. Such allowances affect the tax 
payable under Schedule D for the year following, and unless 
the restoration is made retrospective—which is most unlikely 
—payments under hire-purchase contracts which became 
due prior to April, 1953, will not affect such tax for the 
financial year 1952-3. 


Change in Partnership Personnel 


Q.—Prior to April 1, 1953, a partnership existed between 
two doctors, and on April 1 a new partnership was formed 
with a third doctor as salaried partner. How will the new 
partnership be assessed? How will the former partnership 
be assessed for 1952-3? And what happens to amounts 
paid to the former partnership after March 31, 1953? We 
are assessed on debts outstanding and not on a cash basis. 


A.—The result of the introduction of an additional 
partner as from April 1, 1953, depends to some extent on 
whether or not the three individuals concerned elect to 
have the practice treated for income-tax purposes as having 
ceased as at March 31 and a new practice commenced as 
at April 1. If that is desired the election should be made 
in writing, signed by all three individuals, and sent to the 
local inspector of taxes. If such an election is made, the 
assessment for 1952-3 will be revised to the amount of the 
profits for the year ending March 31, 1953; and the 
assessment for 1951-2 will be amended to the amount of 
the profits of that actual year if that amount exceeds the 
existing assessment, The year 1953-4 will be assessable on 
the amount of the profits of the actual year. 

If such an election is not given, each year will be asses- 
sable on the amount of the earnings of the practice in the 
year previous to the year of assessment. 

Payments coming to hand in respect of the debts due to 
the former firm should be ignored for tax purposes—they 
have already been included in the accounts as bookings. 


Car Allowance and Income-tax Claim 


Q.—I am a whole-time consultant, and the regional board 
pay home-to-hospital expenses of running a car. In may 
view the car allowance is not adequate. As it may be 
difficult to persuade the tax authorities of this, could 1 
decline the allowance from my employing authority and 
claim car expenses in my tax returns in the usual way? 


A.—The questioner asks whether, if he declines to accept 
the car allowance payable to him by the employing autho- 
rity, he can then claim the amount of the expense incurred 
by him “ wholly, exclusively, and necessarily ” in travelling 
while carrying out his duties. Apart from other considera- 
tions, the word “necessary ” would bar such a claim. The 
questioner could hardly claim that an expenditure by him 
of £x was necessary if some portion of that sum could be 
recovered from his employer. Further, the revenue autho- 
rity would probably still contend that the amount so recover- 
able was adequate to meet “ necessary ” expenditure. 
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Employment of Assistant 


Q.—W hat expenses may I claim in income-tax returns for 
the maintenance of an assistant who lives in? 


A.—There is no regular or standard scale of the expense 
to be claimed by a principal for the cost of providing his 
assistant with board and lodging. Clearly the cost will de- 
pend very much on the cost of living in the particular area 
concerned and the standard of accommodation, food, and 
service provided. Probably the best way of reaching a 
reasonable estimate is to calculate as nearly as possible the 
total cost of the domestic establishment, to divide that in 
the ratio of the assistant’s accommodation, etc., to that of 
the principal and his family, and to convert the result into a 
weekly sum. Obviously the whole calculation must largely 
be a matter of estimate, but inspectors of taxes are usually 
willing to accept the result if it appears to be reasonable in 
the particular circumstances. 


Part-time Physician’s Income-tax Allowances 


Q.—What are the allowances for a part-time physician ? 
Shall I get any allowance towards the purchase-price of a 
mew car? I may occasionally see a private patient at my 
residence, but shall mainly use a shared consulting-room. 


A.—tThe point to be borne in mind is that any claim to 
regard part of the general expenses of the residence as applic- 
able to the carrying on of the practice should be reasonable. 
For instance, if a room is set aside for consultations and is 
only occasionally used for other purposes, then a part of 
such expenses as rent and rates, heating and lighting, clean- 
ing, etc., can be regarded as appropriate expenses in calcula- 
ting the earnings of the part-time practice. What that pro- 
portion should be must clearly depend on the actual circum- 
stances of each case. Where patients are only occasionally 
seen at the residence, such a claim will fail. The same basic 
consideration applies to car expenses—including the 25% 
annual allowance calculated on cost for the first year of the 
allowance and on the written-down value thereafter. Prob- 
ably the best way in which to calculate the amount to be 
claimed is to work out the full amount of the cost of run- 
ning the-car, including insurance, etc., and claim the amount 
arrived at in apportioning the “ practice” use on a mileage 
basis—estimated as closely as possible. 

Professional subscriptions and the cost of maintaining 
medical equipment and reference books are normally allowed 
against the “ practice” gross earnings. 


Car Allowance and Car Expenses 


Q.—As no new car was available when I took a whole- 
time salaried post necessitating owning a car I bought a 
second-hand one for £300 last June. Repairs to date have 
been about £130. My new car will cost about £650, and 
I should get £150-£200 from the sale of the second-hand one. 
My employment carries £100 a year car allowance free of 
income tax. What income-tax relief can I get on the repair 
expenses and loss on sale of the second-hand car, and what 
depreciation allowance do I get for the new one? 

A.—It should be borne in mind that the income-tax 
allowance for expenses incurred in the course of employ- 
ment is restricted by statute to expenses incurred wholly, 
exclusively, and necessarily in the performance of the duties 
of the employment. There is a series of High Court deci- 
sions on the application of this rule the general effect of 
which is to stress the fact that the expenses must be incurred 
while carrying out the duties, and not in order to put the 
employee into a position to begin carrying them out. For 
instance, if a medical officer has to travel about in a particu- 
lar area, the expense of such travel, in so far as it is not 
met by an allowance from the employing authority, comes 
within the rule, but if he lives outside the area the expense 
of travelling to it is not allowable. The decisions have 
also stressed the importance of the word “ necessary.” If a 
small car of comparatively low grade is obtainable and 


will serve the Purpose adequately, then only the cost of 
such a car is allowable, although the employee may very 
well decide to use a better or larger car. In these circum- 
stances the questioner should first calculate his actual ex- 
penses and then decide what proportion (if any) falls out- 
side the authorized allowance ; the excess of the balance 
over the car allowance paid to him is the amount to be 
claimed for income-tax purposes. 

In reckoning up the total amount of the expenses the 
question of the capital outlay on the car can be dealt with 
in one of two ways: (a) the cost of replacing a car with 
one similar in grade, condition, and accommodation to the 
car replaced can be treated as an expense, or (b) an annual 
allowance of 25%—for the first year on the amount of the 
cost and thereafter on the written-down value—can be 
claimed. The second alternative is usually preferred, be- 
cause it spreads the allowance over several years and is 
generally more equitable, and because the former alterna- 
tive has the demerit of giving no allowance for the last car 
used—and most people cease work sooner or later. Apply- 
ing these alternatives to this case, they would work out as 
follows: 

(a) 1952-3: Nil. 

1953-4: Say £300—£175=£125. 

(b) 1952-3: 25% of £300 for 10 months—that is, 10/12 of 

75=£62 10s. 

1953-4: The amount will depend partly on the cost of 
the new car—assuming that it is owned as 
from June 5, 1953, and cost £600: 

First 3 months: 3/12 of 25% of £ s. 


£300—£62 10s. a ai —— + 
Last 9 months: 9/12 of 25% of £600 112 10 





£127 10 


In addition there might be a small balancing allowance for 
the old car. 

One other point should be mentioned. Experience shows 
that it is difficult to convince one public authority—for ex- 
ample, the Commissioners of Taxes—that a car allowance 
paid by another responsible authority is inadequate to meet 
the expenses which the employee necessarily incurs. 


Surgery Building 
Q.—I.- received £1,500 from the Danckwerts award, and 
tax will absorb about £700. I have pulled down an out- 
building and had a new surgery, waiting-room, and dispen- 
sary built at a cost of about £1,400. Can I claim tax relief 
on this outlay ? 

.-—No allowance can be claimed for the cost of erecting 
or adding to that part of the premises which is used for the 
purpose of the practice. Such expenditure is essentially 
capital outlay. There is a small annual allowance for expen- 
diture on the construction of “ industrial buildings,” but 
unfortunately the statutory category defining the scope of 
that allowance does not include professional premises. 





B.M.A. CRICKET MATCH 


The B.M.A. will be sending its first representative cricket XF 
into the field against the Law Society Cricket Club at 
Hurlingham Club next Sunday, July 5, at 11.30 a.m. 
Dr. R. P. Liston, the B.M.A.’s unofficial cricket “ manager,” 
has got together some good medical cricketers. Amongst 
well-known names are Dr. G. B. Clarke, the West Indies. 
Test and: Northants county player; Dr. R. A. Shaddick, of 
the M.C.C. ; and Dr. J. A. Dew, one-time Cambridge wicket- 
keeper. The Lawyers are expected to put up a good case, 
and spectators should see an interesting game. , 
Admission will cost 5s., and meals will be obtainable om 


the ground. 
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Correspondence 








Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Change in Conference Motion 


Sir,—At the Annual Conference of Local Medical Com- 
mittees my committee proposed a motion, number 45 on 
the agenda. This called for a certain change in Service 
Committee procedure, and said that such and such 
“should” occur. On the friendly private advice of a 
member of the G.M.S. Committee I sought (and obtained) 
the permission of the Conference to change “should” 
to the imperative “shall,” a similar change having been 
made in one or two previous propositions which had been 
before the Conference. On reflection I am convinced that 
the change was a nonsensical one, converting what would 
have been a proper recommendation into a firm injunction 
which neither the Conference nor the G.M.S. Committee 
has the authority to maintain. The profession can only 
urge upon the Minister the need for change. If and when 
he responds to any urgings it is then up to the G.MS. 
Committee to ensure by negotiation that the profession’s 
“ shoulds ” are translated in any legally enforceable instru- 
- fashioned by the Minister into the mandatory “ shall.” 
—IlI am, etc., 


West Bromwich. D. SAKLATVALA. 


The Extraordinary General Meeting 


Sir.—If Dr. W. J. Grant (Supplement, June 20, p. 291) 
will refer to my original letter (Supplement, June 13, p. 279) 
he will find that I wrote, “ The signatories made three major 
points.” I did not attribute the statements to Dr. Grant 
himself. It is therefore pointless for him to repudiate them 
unless his words alone are to be regarded as official text. 
I repeat that statements were made that no one “ should be 
worse off as a result of the Working Party’s plan” and that 
no one should be forced by economic pressure to move his 
address. 

Dr. Grant writes: “I nowhere contended that ‘no one 
should be worse off after the Working Party’s plan than 
before it.’”” The simplest thing would be for Dr. Grant to 
say who he thinks should be worse off. Apparently he now 
agrees that doctors, like other people, should seek their 
living where they can find it. This is a great point gained. 
If it had been conceded at the start of the meeting we might 
all have been home an. hour earlier. 

Dr. Grant does not deal with the main contention of my 
letter. I repeat it. He and his fellows called a meeting of 
67,905 people, in a hall capable of holding 775, in an attempt 
to upset the policy of the Association. Their resolution 
also called on the authorities tg suspend the Working Party’s 
award. I want to know how this can be defended. I want 
to know the arguments which could be used against me if 
I came to the conclusion that it was sharp practice. In reply 
to my observation Dr. Grant, instead of supplying this impor- 
tant information, asks me a whole string of questions. Do I 
deny this? Do I agree with such a “monstrous plot” ? 
How do I resolve the “economic conundrum”? I have 
not the specialized knowledge necessary to deny, defend, 
or resolve anything. I leave that to the monstrous 
plotters, the G.M.S. Committee and the Working Party 
(note the technique of abuse in the face of awkward 
questions). : 

I can only repeat that Dr. Grant and his associates, know- 
ingly or unknowingly, are advocating a salaried service, 
since only in such a service will the inequalities of which 
he complains be smoothed away. 


Our aim should be, like Queen Victoria’s coachman, not 
to see how near to the precipice we can drive, but to keep 
as far away as possible.—I am, etc., 


London, N.W.4. R. W. CocKSsHUT. 


The “ National Formulary ” 


Sir,—I find the present National Formulary far more 
trouble than it is worth. A formulary should be a formu- 
lary and not a half-hearted predigested textbook. The 
pharmacological classification on page 42 is quite useless. 
A doctor should be in full possession of all the information 
given, and a student can learn it far more thoroughly in the 
orthodox manner. A formulary based on this classification 
as suggested will be irritating and confusing, besides im- 
puting lack of knowledge to the doctor. 

The headings should be in Latin, and the prescriptions 
written in Latin: medicine is world-wide. It is easier to 
write out the full proprietary name instead of the full Latin, 
but for many B.P. drugs or combinations there may be 
several proprietary drugs of the same constitution having 
their separate names, hence a doctor will be a sitting target 
for any advertising manager and is likely to prescribe the 
article whose name is brought forward most frequently. 

Notes for prescribers should be devoted only to the newer 
prescriptions which have received general acceptance, and 
not enemas, purgatives, etc. To be of any real use the 
article on proprietary prescriptions and equivalents should 
be twenty times its size, and should have a fresh supple- 
ment at least every year. At present we get very full 
information elsewhere. Finally, the formularies are being 
altered from one edition to another. Even the compilers 
cannot explain why tinct. camph. co. was almost entirely 
omitted from one edition and then brought back in the next, 
under a different narne and with a different flavouring. This 
continual alteration of the Formulary is an admission of 
former incompetence, since basic matters do not alter from 
year to year.—I am, etc., 

Hove. F. PorTAs. 


Sir,—I wish to add a further suggestion to the numerous 
ones made for improving the National Formulary. The 
last list of drugs under the heading “ Approved Names” 
is of little use in its present form. A doctor always meets 
a new preparation under one or other of its proprietary 
names, and I suggest that all articles should be listed as 
in “Proprietary Preparations ”—that is, the proprietary 
name first and the B.P. or other equivalent second. 

It is obvious that someone has taken a great deal of 
trouble in compiling the list, and, although the list in the 
form I suggest will be very much longer, it will at least 
be of use to the practitioner—I am, etc., 

Hove. E. N. G. GORMAN. 


Assistant Medical Officer Award 


Smr,—As assistant county medical officers who will benefit 
from the increased salary recently announced, we should 
like to thank all those who have worked so hard to obtain 
this increase for us. We are very grateful for their help.— 
We are, etc., 

K. BUTTERFIELD. 


London, S.E.6. E. M. Davies. 





TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization : 
Metropolitan Borough Councils.—Fulham, Southwark. 
Non-County Borough Councils.—Crewe. 
Urban District Councils ——Houghton-le-Spring. 
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H.M. Forces Appointments 








ROYAL NAVY 


Surgeon Commander M. B. Devane has retired. 

Acting Interim Surgeon Lieutenant-Commanders W. H. B. 
Ellis, P. V. G. Dawson, G. Pellitt, and C. G. Martin to be 
Surgeon Lieutenant-Commanders. 

Acting Interim Surgeon Lieutenant-Commander (Emergency) 
R. Deans to be Surgeon Lieutenant-Commander (Emergency). 


Roya NAVAL VOLUNTEER RESERVE 


Surgeon Captain C. E. Elliott, D.S.C., V.R.D., has retired. 
Surgeon Lieutenants C. Fleming and J. F. F. Smith to be 
Surgeon Lieutenant-Commanders. 


ARMY 


Major-General F. R. H. Mollan, C.B., O.B.E., M.C., Q.H.S., 
late R.A.M.C., having attained the age limit, has retired on retired 


a T. Young, C.B., O.B.E., Q.H.P., late R.A.M.C., 
having reached the age for retirement, has retired on retired pay. 

Brigadier (Temporary Major-General) C. W. Greenway, C.B.E., 
late R.A.M.C., to be Major-General. 

Colonels (Temporary Brigadiers) A. E. Campbell and D. Bluett, 
O.B.E., late R.A.M.C., to be Brigadiers. 

Lieutenant-Colonel P. T. L. Day, O.B.E., from R.A.M.C., to 
be Colonel. 

ROYAL ARMY MEDICAL CORPS 


Major H. J. A. Richards to be Lieutenant-Colonel. __ 

Major A. C. S. Hobson, M.C., has retired with a gratuity, and 
has been granted the honorary rank of Lieutenant-Colonel. 

Short Service Commission.—Lieutenant (Honorary Lieutenant- 
Colonel) R. Macdonald to be Lieutenant (without pay and allow- 
ances), and has been granted the acting unpaid rank of 
Lieutenant-Colonel, temporarily relinquishing the honorary rank 
of Lieutenant-Colonel. ; as 

Major S. J. Nathan, from Short Service Commission, to be 


Major. 


ARMY EMERGENCY RESERVE OF OFFICERS 
Roya ARMY MEDICAL Corps 


Lieutenant-Colonel T. N. Rudd, T.D., from T.A.R.O., to be 
Lieutenant-Colonel. 

Major (Honorary Lieutenant-Colonel) A. J. Webster, from 
T.A.R.O., to be Major, and has been granted the acting rank of 
Lieutenant-Colonel. : 

Major K. W. N. Palmer, T.D., from T.A., to be Major, and 
has been granted the acting rank of Lieutenant-Colonel. 

Major T. H. Dockrell, T.A.R.O., to be Major, and has 
been granted the acting rank of Lieutenant-Colonel. _ 

Captain R. I. Bodman, from Emergency Commission, to be 
Captain, and has been granted the acting rank of Major. 

Lieutenant (War Substantive Captain) H. J. Voss, from Emer- 
gency Commission, to be Captain, and has been granted the 
acting rank of Major. 


TERRITORIAL ARMY 


Lieutenant-Colonels S. W. Barber, M.B.E., T.D., and S. R. 
Trick, O.B.E., T.D., to be Colonels, R.A.M.C. 


RoyaL ArMyY MEDICAL Corps 


Lieutenant-Colonel (Brevet Colonel) R. Coyte, O.B.E., has 
retired, having exceeded the age limit. 

Lieutenant-Colonels R. W. Raven, O.B.E., and J. Smith, O.B.E., 
T.D., have been granted the acting rank of Colonel. 

Lieutenant-Colonel J. H. Prain, from T.A.R.O., to be 
Lieutenant-Colonel, and has been granted the acting rank of 
Colonel. 

Majors ation Lieutenant-Colonels) J. V. Todd, V. K. 
Drennan, T.D., R. J. S. Doherty, J. W. S. H. Lindahl, G. E. 
David, M.C., E. H. P. Smith, T.D., G. A. W. Neill, T.D., E. F. 
Baines, T.D., A. E. K. Price, J. D. Finnegan, and J. McL. Ross, 
M.B.E., to be Lieutenant-Colonels. 

Captains (Acting Lieutenant-Colonels) J. T. Mair, F. C. 
Garrow, and F. D. Murphy, O.B.E., to be Lieutenant-Colonels. 

Major C. K. D. Edwards has been granted the acting rank of 
Colonel. 

Majors H. J. C. J. L’Etang and A. C. Houghton have been 
granted the acting rank of Lieutenant-Colonel. 

Major J. P. Parkinson, from T.A.R.O., to be Major. 

Captains S. J. T. Merryfield, D. M. Williamson, and J. A. 
Hunter to be Majors. 

Captains J. H. Garson, D. W. L. Leslie, and J. N. Walton have 
been granted the acting rank of Major. 

The notification concerning Captain (Acting Lieutenant- 
Colonel) J. T. Mair published in a Supplement to the London 
Gazette dated July 25, 1952, has been cancelled. 


COLONIAL MEDICAL SERVICE 


The SeRowing sgpeishnente have been announced: P. E. C. 
Manson Bahr, M.D., M.R.C.P., D.T.M.&H., Specialist, Kenya ; 
I. W. MacKichan, M.D., D.P.H., D.T.M.&H., Assistant Director 
of Medical Services, Tanganyika; W. H. G. Patton, M.B., Ch.B., 
M.C.H., Medical Officer, Gold Coast; T. E. C. Barns, B.M., 
B.Ch., M.R.C.O.G., Obstetrical Specialist, Federation of Malaya; 
H. E. A. Carson, M.D., D.P.H., Medical Officer of Health, 
Jamaica; A. C. Chovil, M.B., Medical Officer, Barbados; B. V. 
Earle, M.D., M.R.C.P., D.P.M., Medical Superintendent, Mental 
Hospital, Barbados; M. M. Holmes, M.B., Medical Officer, 
Nigeria; P. J. Mullaney, M.D., D.P.H., Chemical Pathologist, 
Barbados; Miss J. K. Ritchie, B.M., B.Ch., Medical Officer 
wer Federation of Malaya; B. Wilberforce Smith, 
M.B., F.R.C.S., Specialist Surgeon, Federation of Malaya. 





Association Notices 





Diary of Central Meetings 
JULY 


6 Mon. _ Registrars Group Executive Committee, 2 p.m. 
8 Wed. bee Committee (at University College, Cardiff), 
.15 p.m. 
9 Thurs. — Representative Mecting (at Cardiff), 
a.m. 
10 Fri. Annual Representative Meeting (at Cardiff), 
9.30 a.m. 
11 Sat. Council (at Cardiff), 9 a.m. 
11 Sat. a Representative Meeting (at Cardiff), 
a.m. 
13. Mon. — Representative Meeting (at Cardiff), 
a.m. 
13. Mon. Annual General Meeting (at Cardiff), 12.30 p.m. 
13. Mon. Extraordinary General Meeting (at Cardiff), at 
conclusion of A.G.M. 
13. Mon. Council (at Cardiff) at conclusion of A.R.M. 
13. Mon. Board of Trustees, British Medical Guild (at 
Cardiff), at conclusion of Council. 
13. Mon. Adjourned Annual Gencral Meeting and 
President’s Address (at Cardiff), 8.15 p.m. 
22 Wed. Transport Medical Standards Subcommittee, 
Occupational Health Committee, 2.30 p.m. 
23. Thurs. G.M.S. Committee, 10.30 a.m. 
29 Wed. Executive Subcommittee, Joint Formulary Com- 
mittee, 2 p.m. 
OcTOBER 
2 Fri. Joint Committee of B.M.A. and the Magistrates” 


Association, 11 a.m. 


Branch and Division Meetings to be Held 


NorFo._k BraNcH.—At the Women’s Institute Hall, Castleacre, 
Thursday, July 9, 3.15 p.m., annual meeting. 

NortH Srarrs Division.—At North Staffordshire Royal 
Infirmary, Stoke-on-Trent, Tuesday, July 7, 8 p.m., special meet- 
ing for members of hospital staffs. Address by Dr. E. E. Claxton 
(Assistant Secretary, B.M.A.): ‘“‘Current Problems in the 
Hospital Field.” 

Tower HamMtets Division.—At Mile End Hospital, Bancroft 
Road, E., Friday, July 10, clinical meeting. 


Meetings of Branches and Divisions 


CHELSEA AND FULHAM DIVISION 

A general meeting was held at Fulham Town Hall on May 29, 
1953. With Colonel W. L. Harnett in the chair, there were 10 
members present. 

Dorset DIVISION 

A meeting was held at the Clinic, Dorchester, on May 15, 1953. 
With Dr. H. G. Harvey in the chair, there were 30 members 
present. Dr. W. W. Bridge gave the B.M.A. lecture on recent 
advances in the treatment of cardiovascular disease. 


FOLKESTONE AND DOVER DIVISION 

A meeting was held at the Esplanade Hotel, Folkestone, on 
May 29, 1953. With Dr. J. Comyn in the chair, there were 16 
members present. 

SouTH-WEST Essex DIVISION 

The annual general meeting was held at Connaught Hospital, 
Walthamstow, on May 13, 1953. With Dr. J McKenzie 
Brown in the chair, there were 17 members present. The 
following officers were elected for the ensuing year: 


Chairman.—Dr. A. R. Fox. 

Vice-chairman.—Dr. H. Winch. 

Immediate Past Chairman.—Dr. J. L. McKenzie Brown. 
Secretary and Treasurer—Dr. A. Norman Jones. 
Clinical Secretary.—Dr. E. A. W. Marien. 
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The B.M.A. in Committee 








SCIENCE 


“The wish has... been warmly expressed and widely 
circulated that the members of the profession residing in 
the provinces should unite themselves into an Association 
friendly and scientific ; that this Association should have for 
its main object the diffusion and increase of medical know- 
ledge in every department of science and practice.” 

Thus wrote the Midland Medical and Surgical Reporter in 
May, 1832, as part of the announcement of the proposed 
formation of a medical association. The prospectus of the 
Association, which was advertised in the Lancet of July 7 
of that year, twelve days before the meeting at Worcester 
at which the Association was inaugurated, gave as the first 
four of its five objects the dissemination by one means or 
another of medical knowledge and the promotion of medical 
science. The fifth object was the honour and respectability 
of the profession. 

No word was said in all these proceedings about medico- 
political activities, which have so largely preoccupied the 
British Medical Association, especially since the advent of 
National Health Insurance, or, before that, the establish- 
ment of the new constitution with its Representative Body. 
The compulsion of events soon made such activities neces- 
sary. But it is well to recall that the Association in its 
origin was a scientific body concerned primarily with the 
collection and publication of medical knowledge. The 
diversion of much of its energy into the medico-political 
field has led many outside people who were imperfectly 
informed on the subject to regard the Association as a pro- 
fessional union, working almost entirely for the economic 
and other status of its members. This impression is the 
more unfortunate, because it overlooks the vast amount of 
scientific work which the Association has undertaken, even 
during some of the most controversial periods in its history. 
Some of its greatest leaders, occupied closely as they were 
in their time with medico-political activities, declared that 
they looked forward to an era when the medical services in 
this country would be so satisfactorily adjusted that conflict 
might die down and the Association resume more com- 
pletely its primary role. Even as it is, despite change and 
struggle, it has managed to carry out scientific activities on 
a scale rivalled by few, if any, other professional bodies. 


Early Scientific Activities 


For nearly 80 years the Association has had among its 
standing committees a Scientific Committee, formerly called 
the Scientific Grants Committee. In the seventies of the last 
century the Council resolved to allocate a definite propor- 
tion of the Association’s income for the encouragement of 
direct scientific investigation, and it did so in the first place 





by the award of grants and scholarships which were almost 


-the first of their kind in medicine. The sum originally 


allocated was small, but it grew under the careful recom- 
mendations of the committee. Within a few years the 
grants were numerous, and some of the recipients bore 
names which afterwards became famous. 

The Science Committee consists now of 11 members, four 
of whom are elected by the Representative Body and six 
by the Council, with one other appointed by the Journal 
Committee. Its powers and duties are defined as the con- 
sideration of questions concerning the work of the Associa- 
tion for the promotion of medical and allied sciences, includ- 
ing the award of schc'arships and grants and the manage- 
ment of the library. ‘rhe library itself, with its more than 
65,000 volumes and its unrivalled collection of 1,600 medical 
periodicals every year, is an undertaking which might well 
absorb the energies of a committee. 


Prizes and Scholarships 


Of the Association’s prizes and scholarships which the 
committee has in its charge the most noteworthy is that 
which bears the name of the founder. The Sir Charles 
Hastings prize is awarded annually for the best essay by a 
general-practitioner member of the Association on a theme 
which is the result of systematic observation, research, and 
record in general practice. To this has been added, for the 
next best essay, a second prize bearing the name of a former 
chairman of the Representative Body, Dr. C. O. Hawthorne. 
Two prizes offered biennially bear the names of a former 
treasurer of the Association and his wife, the Nathaniel 
and Katherine Bishop Harman prizes, the former for 
research in consulting practice, and the latter to encourage 
study and research directed to the diminution and avoidance 
of the risks to health and life which are apt to arise in 
pregnancy and child-bearing. The Stewart prize, also bien- 
nial, is in recognition of important work done on the origin 
and spread of epidemic disease. In its time this prize has 
been awarded. to men like Patrick Manson, Robert 
McCarrison, and Almroth Wright. A prize is also offered 
to encourage interest and research in the-field of occupa- 
tional health. The Middlemore prize is offered biennially 
for the best essay or work in ophthalmology. It has been 
gained in past years by such ophthalmologists as Herbert 
Parsons, Treacher Collins, and Duke-Elder. There are also 
annual prizes for medical students on subjects chosen by 
the Council on the Committee’s recommendation and annual 
prizes for nurses in various categories. 

Of the scholarships awarded, two—one of them named 
after Ernest Hart, a former editor of the Journal, and the 
other after Walter Dixon, a great pharmacologist, who was 
himself one of the chief advisers of the Association in 
regard to scholarships and scientific grants—are of £250 
each, and there are up to four research scholarships, each 
to the value of £200, but the question of these scholarships 
is at-present under review. Another award is the Insole 
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scholarship of the value of £250, awarded biennially for 
research into the causes and cure of venereal disease. 


Famous Names 


In the long list of Association scholars one notices such 
famous names as Watson Cheyne, Ralph Stockman, E, N. 
Starling, J. S. Risien Russell, G. Elliot Smith, John H. 
Parsons, and scores of others who afterwards attained an 
international reputation. 

Among its other duties the Science Committee has the 
arrangement of Association lectures. It is a court of refer- 
ence for innumerable questions attachin, to medical science 
which reach Headquarters. For example, a current problem 
concerns access by the public to hormone preparations. 
The Science Committee took part in a meeting with repre- 
sentatives of the Royal College of Nursing and the Pharma- 
ceutical Society to discuss the availability to the general 
public, without a medical prescription, of sex hormone pre- 
parations and the possibility of safeguards for the future 
against a too easy availability of these substances. It also 
co-operates with the British Standards Institution, and with 
the British Pharmacopoeia Commission in connexion with 
proposed inclusions in new editions of the British 
Pharmacopoeia. 


Collective Investigations 


One of the great contributions the Association has made 
to medical science has been by means of collective investiga- 
tions. These investigations have sometimes been very highly 
organized, at other times more loosely, and they have usually 
been entrusted to special committees set up for the purpose, 
with some members at least who are experts in the special 
field. One of the first of such inquiries, undertaken as long 
ago as 1874, concerned the special dangers of chloroform, 
and this was followed by a series of inquiries into anaes- 
thetics in general. The matter was put on a more effective 
basis after 1880, when the then President of the Association, 
Sir George M. Humphry, suggested in his address at the 
Cambridge meeting that the Association should undertake 
the collection of facts relating to diseases in a careful and 
systematic manner. A year or two later this work was 
begun, and inquiries into pneumonia, chorea, and acute 
rheumatism were the first undertaken. Among the many 
subjects which have since been investigated and made the 
subject of special reports have been ophthaimia neonatorum, 
the early recognition of uterine cancer, rheumatic heart 
disease in children, the causation of puerperal mortality and 
morbidity, psychoanalysis, mental deficiency, the care and 
treatment of the elderly and infirm, the cause and treatment 
of arthritis, aspects of nutrition (especially in wartime), and 
many others. 

Three noteworthy investigations took place at the end of 
the "twenties, one of them on the treatment of varicose 
ulcers, another on the after-history of gastro-enterostomies, 
and the third on the treatment of cancer and its history 
after treatment. In 1935 there appeared the report of a 
committee on fractures, and other reports have been on 
miner's nystagmus, on the spa in medical practice, and, after 
the 1939-45 war, on rehabilitation. 


Work of Divisions and Branches 


In any survey of the work done by the Association under 
the category of science the work of the Divisions and 
Branches should be remembered. In the Branches, as in the 
Association in general, the original emphasis was on scien- 
tific work, which is not surprising, as many of the Branches 
were formed from local medical societies which devoted their 
meetings to clinical and scientific subjects. This went on 
until about fifty years ago, at the time of the reform of the 
Association, when, with the necessary formulation of 
medico-political policies, more and more local meetings 
came to have a medico-political character. Later, however, 
the clinical and scientific meetings re-asserted their interest, 
and they now form a great factor in keeping the local practi- 
tioner familiar with medical progress. 


CRICKET 
B.M.A. v. LAW SOCIETY 
AT HURLINGHAM, JULY 5 
LAW SOCIETY 





T. M. Sutton-Mattocks, I.b.w., b. Clarke .. - 
J. N. Dennis, c. Barwell, b. Rice ea 4 oe 
S. Williams, b. Clarke .. ; pe ua 4 
G. V. Jaffe, b. Clarke .. - ‘aa ee a 
D. Small, b. Clarke wa rs ao - nas a 
A. L. Wright, not out .. ia ne ke << 
P. Clarke, l.b.w., b. Clarke... es - <a an 
S. Mundy, not out A a _ ree 

Extras (b. 16, Lb. 2, n.b. 1’) a ds oat 

Total (for 6 wkts. dec.) .. 7 - os wae 


Bow.LinGc.—Clarke 23-2-72-5; Hodgkinson 11-4-34-0; 


Shaddick 14-2-52-0; Rice 6-0- 29- 1; Barwell 3-0-7-0. 
B.M.A. 
J. D. Williams (Guy’s Hospital; Wanderer’s C.C.), 

b. Dennis + aa ae ain) a 
P. C. Rushton (London Hospital : M.C.C.), b. Small 48 
N. H. Harris (Middlesex Hospital; London 

Nomads), b. Clarke ‘ nc * 
H. K. Ashworth (Manchester “University ; Airborne 

Field Regiment), b. Clarke .. 1 
H. F. Melhuish (University College Hospital ; 

Brentham C.C.), c. Grundy, b. Clarke .. 0 
G. Barwell (Guy’s Hospital; North Middlesex C.C. ), 

c. and b. Clarke ai 71 
D. Rice (St. George’s Hospital ; “Royal Navy), c. and 

b. Clarke ‘ we 7 << 2 
C. B. Clarke (Guy’s Hospital ; West Indies _ 

l.b.w., b. Clarke me 20 


J. A. Dew (London Hospital ; Horsham), not on.. 32 
R. A. Shaddick (London Hospital ; M.C.C.), not out 0 


Extras (b. 8, I.b. 5) ae he ia << 2 

Total (for 8 wkts.) . oa - oo mae 

H. L. Hodkinson (St. Bart's Hospital ; Grasshoppers) 
did not go in. 


Bow inGc.—Clarke 13-1-37-6; Dennis 6-1-25-1; Small 
12-1-58-1; Malden 6-0-29-0; Mundy 5-0-32-0; Williams 
5-0-31-0. 





— 





GENERAL MEDICAL SERVICES 
MEDICAL EXAMINATION OF STUDENT NURSES 
From time to time the General Medical Services Committee 
receives inquiries about whether a fee is payable for a report 
to a hospital on the state of health of a girl wishing to be 
accepted for training as a student nurse. From discussions 
with the Ministry of Health and inquiries which have been 
made it is clear that a large number of hospitals do not ask 
for a report from the applicant’s own doctor but rely on 
examination at some stage by the hospital’s own medical 
staff. 

Fee Payable 

The Ministry does not wish to interfere with the arrange- 
ments and requirements of individual hospitals, but it has 
assured the Committee that hospitals have full authority to 
pay a fee up to a maximum of one guinea for reports which 
they require from an applicant’s general practitioner. This 
fee is payable by the hospital either to the applicant or 
direct to the doctor furnishing the report. 


Notification of Cause of Death 

There has been doubt about whether it is part of a general 
practitioner’s terms of service to obtain details of the cause 
of death and to insert these details on the medical record 
envelope. 

The G.M.S. Committee has been informed by the Ministry 
of Health that there is no specific obligation on doctors to 
obtain the details of the cause of death. Provided that when 
forwarding the medical record to the executive council the 
general practitioner gives all the information readily at his 
disposal, he will be regarded as fulfilling his terms of service. 
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The G.P. and the Industrial Medical Officer 


Sm,—Dr. F. H. Tyrer’s letter (Supplement, June 27, 
p. 314) appearing in the issue of the Journal containing at 
page 1437 your leading article on “ Teamwork in General 
Practice ” calls for some comment. Perhaps it is not inappro- 
priate that some should be offered by a fellow industrial 
medical officer with a high regard for Dr. Tyrer’s organiza- 
tion, and one who works in an area in which a significant 
general-practice experiment is being started. I refer to the 
Corby Diagnostic Centre projected by the Nuffield Pro- 
vincial Hospitals Trust to provide facilities for the general 
practitioner going far to meet the ideal suggested by the 
Minister of Health. Modesty may forbid the general practi- 
tioners to draw attention to the fact that the concept of the 
diagnostic centre, and the acceptance of more work and 
greater responsibility therein, is their own idea. Here is a 
new conception put forward by the general practitioners, en- 
dorsed by the consultants, with general support from the 
regional hospital board, and broad-minded acceptance by the 
local health authorities. This is teamwork with the general 
practitioners in the centre if not the lead. 

This brings me to my criticism of Dr. Tyrer’s letter, and 
possibly of the attitude of many industrial medical officers. It 
has been stated by many of these and, if I understand him 
rightly, it is implied by Dr. Tyrer that the good of the 
patient comes before ethical rules. The rules of medical 
ethics and, I believe, of etiquette, which are sometimes con- 
fused with them, act always in the long run towards this 
end. Often the worst harm that can befall a patient is that 
his doctors should quarrel over him. Unless the present 
rules are applied by the industrial medical officer this will 
sooner or later happen. ; 

The rigidity of the rules is modified by the relationship of 
the industrial medical officer to the general practitioner 
which will, in turn, depend on the confidence of the latter 
in the loyal co-operation of the former. No harm can 
accrue despite difficulties from present inadequacies in the 
Health Service if the industrial medical officer regards the 
general practitioner as the “leader of the team” and treats 
him with: due courtesy and, above all, understanding. By 
no means all industrial officers have sufficient experience of 
general practice to realize that one of the arts of that sub- 
ject is to know when to examine, when to defer examination, 
and when to ignore a demand for examination. Without 
this experience the industrial medical officer may find him- 
self unwittingly proffering an implied insult in examining 
another man’s patient. He may unknowingly find himself 
encouraging that bane of general practice—the disloyal 
patient—and be himself entrapped. : 

There is an attitude of mind which we cultivate in our 
industrial medical service which renders the present rules, 
if not ideal, at least acceptable—i.e., “Everything that 
we can do for a patient we do on behalf of his own 
doctor.” When we accept this the mark of our success is 
not the number of patients that find it “convenient” to 
consult us,.but the number of general practitioners who wel- 
come our co-operation and advice on matters affecting work. 
If we succeed we have not only worked towards keeping 
the general practitioner as leader of the team, but justified 
our inclusion in the side. 

I should like to be allowed to add a word from experi- 
ence lest I be thought to be advocating “ working to rule,” 
for the usual motives of that method in bargaining. My 
experience, which I know Dr. Tyrer shares, possibly with 
more frequent success, is that when the right relationship 
is achieved with a general practitioner he regards us 
as partners in his work. In such a case the rules of 
etiquette are applied as though between friendly partners, 
and the ethics remain as those governing the whole conduct 
of our profession.—I am, etc., 

G. MacBAIN. 


Gretton, Northants. 





Extraordinary General Meeting 


Sir,—Dr. R. W. Cockshut’s reply (Supplement, July 4, 
p. 9) to Dr. W. J. Grant is, unintentionally, amusing and 
revealing. His “ main contention” is that the requisitionists 


“called a meeting of 67,905 people, in a hall capable of 


holding 775, ‘in an attempt to upset the policy of the 
Association.” 

Are requisitionists, then, to wait until a hall capable of 
holding 67,905 people has been built, before calling for an 


Extraordinary General Meeting? And if spontaneous and 


sustained anger among doctors throughout the kingdom in 
a matter so important as their livelihood is not sufficient 
reason for such a meeting, what is? The weather ? 

In fact, the policy of the Association was upset—not by 
the requisitionists, but by those selfsame people who had 


established it, our leaders. It was upset (or ignored, which . 


amounts to the same thing) because our leaders assented 
to the Minister’s assertion that he would not be bound 
to the Danckwerts award unless there was agreement 
in the Working Party. What a weapon our leaders 
put then into the Minister's hands! It became for 
him a case of “ Heads I win, tails you lose.” And lose we 
did. For, despite the larger cheques many are receiving now, 
we did lose: the Association was obliged to jettison its de- 
clared policy of loading payment for the first thousand 
patients. Up to the moment of the Working Party’s first 
meeting—and it needed very few meetings, since our leaders 
had already surrendered power—the declared policy of the 
British Medical Association was for loading en the first 
thousand patients. The General Medical Services Com- 
mittee, the Special Conference of Local Medical Commit- 
tees, and the Annual Representative Meeting, all of them 
in 1949 (tie only time when the profession ever gave—and 
never again will be able to give—unbiased consideration to 
the matter) adopted and urged loading on the first thousand. 
Drs. Dain and Wand, to name only two, spoke forcefully 
for it. But it was discarded amid the loud jubilation ; the 
small-list man was silently betrayed. 

If, as Dr. Cockshut says, there was sharp practice, surely 
it was there and then. And I suspect it is his troubled con- 
science that makes him turn so vehemently on the requisi-~ 
tionists. I am reminded of the East European newspaper 
which, describing a scene when a man tackled an escaped 
lion, carried the headline: “ Liberal attacks defenceless 


lion.”—I am, etc., 

London, E.8. CHARLES SCHIFF. 

Sir,—True, other speakers voiced their own personal 
views, as they had every right to do, when the meeting was 
thrown open to general discussion. I hold no brief for 
those. Nevertheless, Dr. Charles I. Schiff and myself had 
been chosen by the committee, representing the requisi- 
tionists and the aggrieved practitioners, as seconder and 
mover respectively of the resolution to be presented to 
the meeting ; and the Association, being so informed, accep- 
ted this arrangement and officially allotted to us our times 
for our speeches. When, therefore, Dr. R. W. Cockshut in 
two early paragraphs of his letter (Supplement, June 13, 
p. 279) criticized what he wrongly purported to be the case 
put by the signatories without indication of what speeches 
he was criticizing, the legitimate inference was that he was 
opposing the arguments voiced by the requisitionists’ specific- 
ally accredited speakers. I therefore corrected Dr. Cock- 
shut’s erroneous paraphrase of our arguments. He now 
replies (Supplement, July 4, p. 9) that he was not criticizing 
my presentation of the aggrieved practitioners’ case, and says 


he has not the knowledge “necessary to deny, defend, or _ 


resolve anything.” In this case, it is difficult to understand 
why he mentioned me by name in the penultimate paragraph 
of his first letter, attributing to me views I do not hold. I 
will not, therefore, further pursue this aspect of his letters. 


Further, he alleges something sinister in the calling of the 
meeting, incorrectly stating that the requisitionists called it at 
a hall which would not accommodate 67,000 people. We did 
nothing of the sort. We sent a requisition to B.M.A. Council 
for a general meeting, as provided for in the Act of Parliament 
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governing limited liability companies’ conduct of their affairs; 
but it was the Council which decided the venue of the meeting. 
Nevertheless, quite contrary to Dr. Cockshut’s unworthy insinua- 
tions, we were genuinely disturbed lest the venue might not 
accommodate the numbers who might attend; and we addressed 
a letter to the Secretary to this effect. We were told the accom- 
modation would presumably prove ample, as sin fact it did. 
B.M.A. Council has now called another Extraordinary General 
Meeting for July 13 in City Hall, Cardiff. Does Dr. Cockshut 
see anything sinister in the fact that that hall also will accom- 
modate only a fraction of 67,000 people ? If so, why ? If not, 
what was sinister about the May meeting venue ? 

Nor was there anything sinister in asking our Association to 
reconsider the distribution scheme. If, as we are prepared to 
argue, that scheme diverts to other purposes large sums of money 
which, under the Danckwerts award, we contend should right- 
fully be paid to small-list practitioners in some proportion to the 
numbers on their lists (so honouring the declaration of the 
present Minister of Health that “ doctors have an unanswerable 
case for increased remuneration”’’ and the declaration of the 
G.M.S. Committee that the Danckwerts award had “ made it 
clear that general practitioners had been substantially underpaid 
since the Health Service began ’’), what was there of wrong in the 
calling of a general, perfectly legal meeting of our colleagues to 
present the case for their consideration and endeavour to secure 
at least a postponement’ of the implementation of what we con- 
sider to be an injustice until a more equitable scheme might be 
considered ? Under what moral or other canon is it wrong for 
some thousands of honourable professional men to seek redréss, 
by utterly legal and orderly methods, for what they consider to be 
a great injustice ? If such a course be denied them, what means 
have they available to secure their rights ? Possible legal action 
in the Courts would be highly undesirable. 


We are not seeking something for nothing for those who, 
under the Working Party’s scheme, are left with no share 
in the award their numbers have attracted to the central 
payment pool. They ask only an increase of remuneration, 
to which the Minister has by clear implication indicated 
they are entitled. If Dr. Cockshut applied himself to assist- 
ing to ensure that increase, it would be more creditable 
than imputing to others motives and intentions they neither 
consciously nor unconsciously entertain. 

Finally, I would seriously advise Dr. Cockshut not to 
formulate or express in writing any charge of “ sharp prac- 
tice” to which he obliquely refers. If he does so, my 
answer will be swift, certain, and definite—I am, etc., 


Shrewsbury. ’ W. J. GRANT. 


Sm,—Dr. W. J. Grant, in his reply (Supplement, June 20, 
p. 291) to Dr. R. W. Cockshut (Supplement, June 13, p. 
279), states: “If 1,500 patients are to draw a ‘ bonus’ of 
£500 per year to their practitioner, why not at least £250 
‘bonus’ for the practitioner with a 750 list? If not, will 
Dr. Cockshut tell us why ? ” 

I can tell him why. They are both drawing the same 
rate of “ bonus” after the first 500. Therefore why should 
the G.P. who is getting his £500 “ bonus ” on 1,500 patients 
(2,000 total) look after the first 500 at the low rate, and the 
G.P. with the 750 list look after his total number of 750 at 
the. “ bonus ” rate ? 

Please keep to the point, Dr. Grant.—I am, etc., 


E. SLADEN. 


Cosham, Hants. 


The B.M.A. and the Public Health Service 


Sir,—I have read the article on public health, in the 
series “ The B.M.A. in Committee” (Supplement, June 20, 
p. 289), with no little amazement. In it, the claim is made, 
no doubt correctly, that many advances in the country’s 
public health arrangements have resulted from suggestions 
made by the Association. No mention is made, however, 
of the Association’s responsibility for suggesting a national 
health service, nor for omitting to secure Spens Committee 
conditions for its members in the public health branch of 
that service. This omission has led directly to the tardy and 
meagre pay award to this branch. 

Probably the facts of the case are not generally known to 
the profession. Briefly they are as follows. Every assistant 


medical officer of health, from June 1, 1953, receives a 
salary similar to that of a senior registrar, and this is the 
grade from which the majority of public health recruits 
eventually retire on pension. No senior assistant medical 
officer is as well paid as those in the S.H.M.O. grade, though 
their qualifications, experience, and responsibility often 
exceed those required of the S.H.M.O. A very large number 
of medical officers of health, who are doing specialist work 
and are in charge of their departments, do not receive the 
salary of the S.H.M.O. Nobody in public health received 
the benefit of retrospection when the salary award was 
made, it only operated in full from April, 1951. No, there 
was no Danckwerts award for public health. To refer to 
this award as “disappointing in some respects” is to be 
guilty of a terminological inexactitude. In fact, the award is 
the direct and inevitable consequence of the failure of the 
Association in its duty toward a section of its members. 
And it bids fair to be the death blow to the public health 
branch, which has served the country so well for so long. 
If this is the Association’s “considered public health 
policy,” the sooner the Society of Medical Officers of Health 
puts its trust elsewhere the better.—I am, etc., 








Elgin. I. C. Monro. 
Association Notices 
Diary of Central Meetings 

JULY 
11 Sat. Council (at Cardiff), 9 a.m. 
11 Sat. — Representative Meeting (at Cardiff), 
a.m. 
13. Mon. Ae Representative Meeting (at Cardiff), 
a.m. 

13 Mon. Annual General Mee (at Cardiff), 12.30 p.m. 

13. Mon. Extraordinary General Meeting (at Cardiff), at 
conclusion of A.G.M. 

13 Mon. Council (at Cardiff) at conclusion of A.R.M. 

13. Mon. Board of Trustees, British Medical Guild (at 
Cardiff), at conclusion of Council. 

13. Mon. Adjourned Annual General Meeting and 

dent’s Address (at Cardiff), 8.15 p.m. 

22 Wed. Transport Medical Standards Subcommittee, 
Occupational Health Committee, 2.30 p.m. 

23 Thurs. G.M.S. Committee, 10.30 a.m. 

29 Wed. Executive Subcommittee, Joint Formulary Com- 
mittee, 2 p.m. E ; 

OcTOBER 
2 ‘Fri. Joint Committee of B.M.A. and the Magistrates’ 


Association, 11 a.m. 


Branch and Division Meetings to be Held 


Mip-Essex Drivision:—At Nurses’ Dining Hall, St. John’s 
Hospital, Wood Street, Chelmsford, Saturday, July 18, 7.30 for 
8 p.m., annual supper followed by annual general meeting. 

MONMOUTHSHIRE Division.—At St. Mellons County Club, 
Tuesday, July 14, 5.30 to 7 p.m., cocktail party. 

SOUTHAMPTON Division.—At Royal South Hants Hospital, 
Wednesday, July 15, 8 for 8.30 p.m., general meeting. Address 
by Dr. G. S. Graveson: “ Poliomyelitis.” 

West Norro_k Division.—At Ingoldisthorpe Manor Hotel, 
Friday, July 10, 7.30 for 8 p.m., dinner. After-dinner speech by 
Sir Archibald McIndoe: “ Plastic Surgery.” 


Meetings of Branches and Divisions 
SoutTH Essex DIVISION 


The annual general meeting was held at Oldchurch Hospital on 
June 12, 1953. The following officers were elected: 


Chairman.—Dr. R. D. Milford. 

Vice-chairman.—Mr. John Watt. 

Secretary and Treasurer.—Dr. P. S. Steen. 

A vote of thanks to Dr. E. Anthony, the late secretary, for his 
services to the Division since its inception was passed unanimously. 





ANNUAL MEETING, CARDIFF 


The Section of Child Health will meet in room 127 in 
University College, Cathays Park, and not in room 28 as 
previously notified. 
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The Annual Representative Meeting began on Thursday, 
July 9, in the Cory Hall, Cardiff. Owing to the visit to 
Cardiff of H.M. The Queen, the City Hall, in which the 
meeting was continuec on July 10, 11, and 13, was not 
available on the first day. 

The Chair was taken by Dr. S. Wanb, of Birmingham, 
Chairman of the Representative Body. The motions on the 


main agenda numbered 206, and there were a few supple- . 


mentaries. Some of the motions and amendments were 
grouped and one in each group was starred for discussion. 
It was agreed that the first business on the second day 
should be that arising under “ Public Health,” and that 
business under “ Overseas” should be taken on the third 
morning. The number of representatives in attendance was 
over 400. 


FIRST DAY 
Thursday, July 9 
The meeting assembled at 9.30 a.m. 


PRELIMINARY 
Fiftieth Anniversary of Representative Body 


The CHAIRMAN OF CouNnciL (Dr. E. A. Gregg) presented 
the Annual and Supplementary Reports, published in the 
Supplements respectively of April 4 and May 23. 

He said that this was a very important and unusual 
occasion. The Representative Body had reached its fiftieth 
birthday. Half a century ago, at Swansea, the first gather- 
ing of the Representative Body took place, and there was 
a certain appropriateness in the fact that they were meeting 
once again in Wales. As representing the Council he 
wanted to congratulate the Representative Body on its 
Jubilee. ; 

Looking back over that period of '50 years certain 
memories were awakened. He wanted to refer briefly to 
some of those to whom the Body owed its existence. The 
first Chairman was Mr. (later Sir) Victor Horsley, and 
another whom they should remember was Smith Whitaker, 
the first Medical Secretary of the Association. In the 
welter of controversy on the introduction of the Insurance 
Acts, Sir James Smith Whitaker (as he afterwards became) 
received a good deal of criticism. But he accepted his post 
in the Ministry with the full approval of the Council, and 
it was a good thing that it was Smith Whitaker and not 
someone else who held that office at that time. It was 
hoped to secure a portrait of him to hang in B.M.A. House. 

One other name must be mentioned in this connexion, 
that of Alfred Cox, the second Medical Secretary, who con- 





spicuously helped to build this great organization. Dr. Cox 
was still with them, and he suggested that it was most 
appropriate to send him a message from that gathering 
testifying to their warm regard and affection. (‘ Hear, 
hear.”) 

Four other survivors of those early days who attended 
the first meeting of the Representative Body in 1903 should 
be mentioned. They were Dr. R. L. Langdon-Down, who 
represented Richmond, Dr. F. R. Hill, who represented 
Cumberland, Dr. R. R. O’Brien, who represented certain 
Irish constituencies, and Dr. W. St. Andrew St. John, who 
represented Derby. He proposed that a message of greet- 
ing be sent to all of these. (‘ Hear, hear.”’) 

Dealing with other matters in this part of the Report 
Dr. Gregg said that they all rejoiced that H.M. The Queen 
had consented to be their Patron, and he was sure the 
meeting would unanimously endorse the recommendation 
that the Duke of Edinburgh be elected Honorary Member. 
(Applause.) 

In the course of the deliberations at that meeting the 
question of arbitration would arise, and it might be some 
encouragement that recently in the Industrial Court there 
had been quite successful advances in’ connexion with 
arbitration in the case of public health medical officers. 
Unfortunately there was still a great deal to be done. The 
consultants and specialists in Committee “B™” of Whitley 
were endeavouring to reach some agreement on the matter 
of betterment. 

There had also been a close struggle with the Treasury 
concerning the salaries of doctors in the Civil Service. No 
satisfactory conclusion had as yet been reached, but they 
meant to press through with it. Their attitude was “ No 
surrender.” 

He then went on to speak of the critical attitude towards 
doctors which was developing in certain quarters and found 
expression in some recent legal actions. There was a 
tendency too readily to attribute negligence when what was 
at fault was the liability of human agencies to error and 
mistake. The position was one which would require 
watching. 

One thing which the Association did not always empha- 
size sufficiently was its world-wide character. It might not 
be as easy as formerly to talk about the British Empire, 
but they could talk about the Empire of the B.M.A., and 
they were vitally interested in the welfare of their colleagues 
overseas. 

He next wanted to make a brief reference to the recent 
Extraordinary General Meeting. He reminded the Repre- 
sentative Body that it was its business to determine policy. 
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When the by-laws were changed some little time ago 
there was just one loop-hole left in the arrangements, and 
as a result it had been possible for requisitionists to call 
an Extraordinary General Meeting on a question which 
ordinarily did not belong to that type of meeting at all. 

Someone had said to him with reference to the fiftieth 
anniversary of the Representative Body that the constitu- 
tion of the Association was growing a little old, and there 
were those who thought that a noxious germ—Bacillus 
autonomus—had entered into it. It was all to the good 
that they were going to look into these things and to deter- 
mine whether any particular treatment could be adminis- 
tered. 

Meeting that day in Cardiff, they could not help thinking 
of the last meeting in that City in 1928, when the President 
was Sir Ewen Maclean, a former Chairman of the Repre- 
sentative Body, an honoured Vice-President, and one to 
whom the Association owed a great deal. He suggested 
that a message be sent also to Sir Ewen Maclean. (Ap- 
plause.) 

When the first Representative Meeting was held fifty 
years ago the membership of the Association was 18,747 ; 
at the end of 1952 it stood at 67,905. (Applause.) All 
but a negligible fraction of the profession were in member- 
ship. 
In conclusion, he reminded the meeting of the work that 
was done on behalf of the Association by those who served 
on committees at Tavistock Square, and also the work of 
the secretariat and the clerical staff. 


H.R.H. The Duke of Edinburgh, Honorary Member 

The CHAIRMAN OF CoUNCIL moved that H.R.H. The 
Duke of Edinburgh, K.G., K.T., be elected an Honorary 
Member of the Association. 

The motion was agreed with cheers, 


standing. 


the audience 


Sir Henry Cohen, Vice-President 


The CHAIRMAN OF CouNcIL moved that Sir Henry Cohen 
be elected a Vice-President in recognition of his outstand- 
ing services to the Association. The motion was agreed 
by acclamation. 

President, 1954-5 


On the motion of the CHAIRMAN OF CouNcIL, Sir John 
McNee, of Glasgow, was elected President of the Associa- 
tion for 1954-5. The motion was agreed by acclamation. 


President, 1955-6 


The CHAIRMAN OF CounciL further moved that Dr. 
Thomas Clarence Routley, of Toronto, be elected President 
of the Association for 1955-6 in view of the Joint Annual 
Meeting with the Canadian Medical Association at Toronto 
in 1955. The motion was agreed by acclamation. 


The Extraordinary General Meeting 

Dr. GREGG moved the approval of the remainder of the 
reports under “ Preliminary.” 

Dr. C. P. WaLLace (Guildford) said that on such a morn- 
ing he would hesitate to say anything which would introduce 
an element of discord when loyalty was uppermost in every- 
one’s heart, but those who were responsible in some small 
measure for the summoning of the Extraordinary General 
Meeting had nothing of which to be ashamed. Action had 
been taken because they were satisfied that the Representa- 
tive Body, in approving the loading at the last annual meet- 
ing, were acting under duress because of the threat of delay 
in the implementation of the Danckwerts award. Grave 
concern was expressed for the well-being of the profession, 
especially for those members who had suffered most since 
the introduction of the National Health Service. 

He did not agree that the motion was defeated by an 
overwhelming majority, and those who took action were not 
yet “ overwhelmed.” 


Dr. GREGG, in reply, said that those who called the meet- 
ing were perfectly entitled to do so under the arrangements 
as they existed, but, speaking as the Chairman of that meet- 
ing, he challenged the right of anyone sitting in the hall to 
say that the Chairman’s declaration that the motion was 
defeated by an overwhelming majority was not true. 

Dr. R. H. Moore (North Middlesex) said he was surprised, 
when attending the Extraordinary General Meeting, to notice 
that the Chairman omitted to ask for a show of hands by 
those who abstained from voting. He did mention that 
certain people were present who were not members of the 
B.M.A. and he asked those people not to vote. Dr. Moore 
was a member of the B.M.A., but he was lumped in with 
others as not voting. In those circumstances the Extra- 
ordinary General Meeting should not be allowed to go 
forward. 

The remainder of the report under “Preliminary ” was 
approved. 

WALES 


Dr. G. P. WiLuiaMs, on behalf of the Welsh Committee, 
moved the approval of the Annual Report under * Wales.” 

After welcoming the members to Wales, he said that the 
motion was purely formal; nothing appertaining to Wales 
had occurred during the last twelve months. There had 
therefore been a few meetings of a peaceful nature in which 
it had been possible loyally to support the Council. 

The report was approved. 


SCOTLAND 


Dr. J. G. M. HamiLton, Chairman of the Scottish Com- 
mittee, moved approval of the Annual Report under “ Scot- 
land.” The Representative Body was 50 years old this year, 
he said, and at the 1903 Swansea meeting a Scottish Com- 


-mittee had been constituted. That committee being also 


50 years old this year, a formal celebration dinner weuld be 
held on October 9. 

Scotland, the Association, and the General Medical Coun- 
cil had suffered a great loss in the death of Dr. R. W. Craig, 
who had been Scottish Secretary and a member of the 
G.M.C. as one of the direct representatives for Scotland. 
Dr. Craig was succeeded in the G.M.C. by Dr. G. W. Ireland, 
who, incidentally, had succeeded Dr. Craig in practice at 
Pathhead. 

It had been suggested that the practice of completing 
maternity record cards by the hospital authorities when 
children were born in hospital should be extended to Scot- 
land, although it seemed that the hospital authorities were 
a little dubious about the additional work involved. 

The report was approved. 


THE ASSOCIATION BUILDING 


Mr. L. DouGat CALLANDER, Chairman of the Building 
Committee, moved the section of the Annual Report having 
to do with the Association building. During the past -year 
capital expenditure on building had been necessarily reduced 
owing to the Association’s financial position. In January, 
however, it had been possible to complete the Hastings 
Room. 

Accommodation for books and periodicals had become 
an acute question for the library. Sooner or later addi- 
tional accommodation would have to be obtained, particu- 
larly in basements, and it was still hoped that the negotia- 
tions to acquire further land at the back of B.M.A. House 
would be completed before next year’s meeting, so that the 
library could be extended. This would. however, involve 
considerable expenditure. It was hoped that with improve- 
ment in the financial position ways and means would be 
found to improve the Scottish House in Edinburgh. 

The need for wear-and-tear repairs and irprovements to 
all the Association’s buildings was becoming rore apparent 
from year to year, and the Association would have to be 
prepared to spend a considerable sum annually to keep them 
in a proper state of repair in order to avoid great capital 
expenditure in the future. 

The report was approved. 
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ARMED FORCES 


Major-General J. C. A. Dowse, Chairman of the Armed 
Forces Committee, moved approval of that part of the 
Annual Report. During the autumn of last year, he said, 
his Committee had placed before a committee of the Minis- 
try of Defence their recommendations on how improve- 
ments could be made in the medical services of the armed 
Forces, and on three or four occasions since they had tried 
to find out what was happening, but without success. Two 
days ago they asked the Minister whether he could give 
them any information to place before the present meeting, 
and had been told that the matter was still under considera- 
tion. He understood that after a delay which now amounted 
to nearly six months—which was about the average—some- 
thing might be done, but he was completely in the dark 
about what it would be. 

The increase in widows’ pensions had, he added, been 
gladly accepted. 

The report was approved. 


MEDICAL FILMS 


Dr. R. P. Liston, Chairman of the Film Committee, 
in moving the report under “ Medical Films,” said that it 
indicated continuing progress in the activities of the Com- 
mittee. It had not proved possible, as had been hoped, to 
show a televised operation at Cardiff. There would be 
shown, however, a three-dimensional colour film on carci- 
noma of the thorax. He described the films the Film Com- 
mittee would show in connexion with the First World Con- 
ference on Medical Education in August. During 1952 
there had been an increase of 50% in the number of films 
asked for from the Association’s library over the figure for 
1950. A number of films had been appraised during the 
year by the appraisal panels appointed by the Committee, 
and a considerable volume of information was now available 
at Headquarters. 

In the last year nine films had been presented to the 
library, two by the I.C.I., one by Roche Products, one by 
the American Medical Association, two by May & Baker, 
one by the Ciba Laboratories, one by the Abbott Labora- 
tories, and one by Dr. Billington. A donor who wished to 
remain“ anonymous had presented six films made by the 
Ministry of Health under the general title of “‘ Some Aspects 
of Accessible Cancer,” and these were now available. They 
were very grateful to the donor. (Applause.) 

The report was approved. 


MEDICAL BENEVOLENCE 


Dr. H. M. GOLDING, Chairman of the Charities Com- 
mittee, moved the report under “* Medical Benevolence,” and 
in doing so expressed his pleasure at the splendid increase 
in the figures as compared with the previous year. The Com- 
mittee, he said, had met with the Medical War Relief Fund 
Committee and the trustees of the various benevolent funds 
to consider whether it was necessary to improve the co- 
ordination of these funds, but it had been decided that the’ 
co-operation was so good that no recommendations need 
be made. His Committee were deeply grateful to the Chair- 
man of Council for launching the flood distress fund 
and to Dr. Agnes Kelynack for the able and kindly way in 
which she had administered the fund. (Applause.) The 
magnificent gift of the Canadian Medical Association of 
$1,000 had been sent spontaneously, and the Association 
would look forward to thanking them in person when they 
visited Canada in 1955. The National Insurance Defence 
Trust had generously guaranteed moneys up to £5,000 for 
flood relief. To all these bodies and to all the donors to the 
fund the Committee expressed deep gratitude. 

The need for the work of the Committee continued ; there 
were constantly cases of untimely illness, of old age, and 
of widows and children who needed help, but the Committee 
could only provide help if the members generally provided 
the benevolence to enable them to do so. 

The report was approved. 


WORLD RELATIONS 


Dr. J. A. PRIDHAM, Chairman of the International Re- 
lations Committee, moved the Annual Report under “ World 
Relations.” It was of vital interest to the medical profes- 
sion, he said, that there should be some body which watched 
international developments in the medical world, and the 
keystone of the foreign relations of the British Medical 
Association was the World Medical Association. Organiza- 
tions attached to the United Nations were interesting them- 
selves in medical matters. That made it all the more im- 
portant that there should be a body representing doctors of 
the world to keep an eye on things. The British Medical 
Association was a very important member of the World 
Medical Association, which was sponsoring this year the 
first World Conference on Medical Education, which would 
give experts from all over the world an opportunity to make 
their views known on a subject on which ideas tended to be 
fluid at.the moment. They were glad that London had been 
chosen as the venue. The proceedings, when published, 
would become a textbook on medical education for the 
future. 

The report was approved. 

On resumption after the interval, the CHAIRMAN 
announced that Dr. O'Farrell, the President, and Mr. Tudor 
Thomas, the President-Elect, had been presented to Her 
Majesty The Queen at the City Hall. (Applause.) 

He also read the following telegram received from the 
Irish Medical Association: “ All good wishes for a success- 
ful meeting,” and announced that a reply to the message 
sent to him earlier in the day had been received from 
Dr. Cox in the following terms: “Greatly touched by 
your kind message and wish I could be with you. Am 
proud of my share in building up our Association into a 
real Parliament of our profession but there is still room 
for improvement.” 


Export of Antibiotics to China 


The CHAIRMAN, in the absence of the representative of 
Tower Hamlets, moved formally to request the Council to 
use its influence with the Government to allow the export 
of antibiotics to the medical profession of China. 

Dr. J. O. McDonaGH (Perth) urged members to take a 
realistic view of the motion and not to be swayed by sen- 
timent. If a guarantee could be given that the antibiotics 
were to be used for the deserving civilian population and 
the more seriously wounded, then the motion should go 
forward. But doctors in Communist countries had no 
clinical freedom. Antibiotics were now a weapon of war. 
They were used to cure the moderately sick and make them 
fit fighting men once again. China had proved herself to 
be a progressive country by the production of arms, so 
there was no reason why she should not turn more to the 
production of penicillin and other antibiotics. 

Dr. C. W. Roe (Chelsea and Fulham) pointed out that 
the drugs were to alleviate sickness and to save life, and 
the medical profession were pledged to that duty of saving 
life. Therefore he supported the motion. There was no 
question that the drugs were to be used for civilian pur- 
poses, and the present licence was based on the export of 
1950. In 1950 there were not streptomycin and other anti- 
biotics necessary for the cure of tuberculosis. Since then 
no doubt the Chinese Medical Assoctation had become more 
organized and it was possible for them to use them. 

Dr. J. A. PrRIDHAM (Chairman, International Relations 
Committee) said it was a fact that antibiotics were permitted 
to go to China, therefore the motion would appear to be 
redundant. 

It was agreed to pass to the next business. 


OCCUPATIONAL HEALTH 


Dr. J. A. L. VAUGHAN Jones, Chairman of the Occupa- 
tional Health Committee, moved approval of the report 
under that heading. 
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He reminded members that last year he emphasized that 
general practitioners should take more interest in a subject 
for which they were eminently suited provided they were 
suitably trained. He did so because recently there had been 
a statement to the effect that there was no need for addi- 
tional diplomas. He entirely agreed, provided industrial 
medical officers knew what was expected of them when 
they went into industry. 

Medical training with its overcrowded curriculum did not 
give even the essentials in the social and preventive medi- 
cine which was the main concern of occupational health. 
“If we could get our clinicians to teach with a background 
of ‘man at work’ instead of a patient in bed,” he con- 
tinued, “then we would have no need for additional 
diplomas.” So-called therapeutic services were but a very 
small part of what could be achieved in industry, but some 
people tended to make that the main issue. 

The work of the Occupational Health Committee in 
relation to the future of occupational health was still at the 
planning stage, largely because other sections of the pro- 
fession had been found to be anxious to establish what 
might be termed a proprietary interest in the future. That 
applied equally to Government departments. Be that as it 
may, some finality must come to the plans fairly quickly 
lest a service be imposed which to most would be com- 
pletely unacceptable. 

He emphasized once again that any occupational health 
service should be under the supervision of the Ministry of 
Health. That was the Association’s policy, but it did not 
prevent delegated responsibility for day-to-day adminis- 
tration to another department or possibly an ad hoc body. 
He also emphasized that such a service should be closely 
integrated with the National Health Service. There were 
those who argued that the Occupational Health Service 
should become part of the National Health Service, and 
others who said that it would never develop if strangled by 
the enveloping web of the National Health Service. But 
when suggestions were seriously submitted that the service 
should be run by the Ministry of National Insurance those 
ill-founded proposals should be fought with all possible 
strength. 

“T cannot emphasize sufficiently,” he said, “that no 
claims in the interest of the production or claims for the 
priority of certain workpeople must be allowed to interfere 
with the full social implications of our present general 
practitioner-patient relationship and responsibility.” 

On the question of surveys, Dr. Maurice Williams, of 
Southampton, had completed an admirable and full survey 
of the occupational health problems of a port. Others 
should be completed in a short time, and for that thanks 
were due to the Society of Medical Officers of Health 
and to the individual medical officers of health who had 
so ably assisted when Government departments, universities, 
and other bodies would not help in the essential preliminary 
work. 

The report was approved. 


Ethical Rules for Industrial Medical Officers 


Dr. J. W. McCartuy (Hendon), speaking on the differ- 
ence which has arisen between the B.M.A. Council and 
the Association of Industrial Medical Officers concerning 
the duties and ethical rules for such officers, moved: 

That the Representative Body cannot agree that industrial medi- 
cal officers should be permitted to undertake continued treatment 
of workpeople, and instructs the Council not to depart from the 
rules at present in operation. 


He said that there appeared to be a clash between the 
Council and the industrial medical officers, and the 
‘motion was submitted in support of the Council in that 
clash. It was felt that the responsibility for the treatment 
of the patient should be that of the general practitioner, 
and no departure from this should be permitted. 

Dr. R. M. S. McConaGHey (Torquay) moved that the 
words “ without the knowledge and consent of the patient’s 
general practitioner” be inserted after the word “ work- 
people.” He did so in order to bring the Hendon resolu- 


tion into line with the Ethical Rules already propounded 
for industrial medical officers. 

Dr. H. ALEXANDER (Council) supported the amendment 
because the two parts of the Hendon motion were not 
consistent. The first part stressed that industrial medical 
officers should not be allowed to undertake the continued 
treatment, and the second part urged the Council not to 
depart from the rules at present in operation; but Rule 3 
of the Ethical Rules did permit continued treatment to be 
undertaken with the agreement of the patient’s own doctor. 

Dr. VAUGHAN JoNes expressed the view that the word 
“ knowledge” would be better left out. What mattered 
most was the consent. 

Dr. McCCoNAGHEY accepted the suggested amendment. 

The Torquay amendment was carried and the Hendon 
motion, as amended, was carried. 

A motion by Rugby and South Warwickshire supporting 
the Council’s view that continued treatment, even of minor 
conditions, by industrial medical officers, without consul- 
tation with the family doctor, is unethical, put forward the 
view that a letter sent to the family doctor should be 
deemed adequate consultation in this connexion. 

Dr. R. P. HeNpry (Rugby) in moving, said that it was 
essential that industrial medical officers, despite their 
insistence, should have the consent of the general practi- 
tioner whose patient they intended to treat. If they were 
willing to treat the patient, if the patient were willing to be 
so treated, and if the general practitioner concerned agreed, 
then it was very desirable co-operation in the profession. 

Dr. W. Woo Ley (Council) urged members to read the 
motion carefully. It stated that a letter sent to the family 
doctor “ shall be deemed adequate consultation in this con- 
nexion.” The motion did not say anything about the 
family doctor being given a chance to reply before treat- 
ment was carried out. The mover of the motion had given 
an assurance that that was the intention, but the motion 
did not say so. 

Dr. J. C. ArTHUR (Gateshead) said that a rather serious 
position was arising and it was necessary to be firm in any 
action which was taken. “I am conscious,” he said, “ of 
the good job I have because for the past twenty years 
people have been trying to pinch bits from me.” To begin 
with it was the local authority, and then it was the gynae- 
cologist. Now it was the industrial medical officer. He 
was prepared to have his patients treated at factory sur- 
geries but not by the industrial medical officer. The 
motion should accordingly be rejected. 

While the ethical rule existed, the industrial medical 
officer was aware of it even if he did not always observe 
it. Acting, as it did, as a useful check and deterrent, it 
should be retained unmodified. 

Dr. I. M. Jones (Sunderland) said it had been brought 
to the notice of his Division that the National Coal Board, 
which employed medical officers, had set up centres in 
almost every pit in the county. Usually the doctor was 
not present and the patients were attended to by the nurse. 
Such nurses apparently had power to give such treatment 
as ear-syringing. and one recent case of perforated eardrum 
had been occasioned as a result of that. In another case, 
a wound had been sutured with a foreign body inside it. 

Dr. F. A. Roper (Cornwall) said that, as the issue 
was covered by the previous motion, the meeting should 
pass to the next business. 

Dr. J. B. W. Rowe (Harrow), strongly opposing the 
motion, said that the previous motion referred to obtaining 
consent, while the last two lines of the motion under dis- 
cussion referred to the sending of a letter. It was not 
sufficient merely to obtain consent; the industrial medical 
officers of the country (of which he had been one for 
many years) should get to know the general practitioners, 
obtain their consent to treatment, and collaborate with 
them rather than treat patients in a spirit of rivalry. 

Dr. Henpry said that, as the matter could not be 
referred to Council, he would seek leave to withdraw the 
motion. The subject had been ventilated and the Council 
would doubtless consider the important points which had 
been made in the discussion. 
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Permission to withdraw the motion was not given, and 
the motion was lost. 

Another motion by Rugby and South Warwickshire 
urged that the existing ethical rules should be specifically 
brought to the notice of all industrial medical officers, 
whether. members of the Association or not, with the hope 
that these rules would be scrupulously observed. 

Dr. HENDRY, in moving, said the motion merely empha- 
sized what had gone before, because there were a few 
members of the Association and others who appeared 
either unaware of or indifferent to such ethical rules. 

Dr. VAUGHAN JONES, opposing the motion, said there 
were approximately 200 full-time industrial medical officers 
in the country and 2.000 part-time industrial medical 
officers, of whom probably 1,900 were general practitioners. 
“They are your colleagues,” he said. 

In order to bring the rules to general notice they had 
been published in the Journal when the Representative 
Body had first approved them, in the Medical Practitioners’ 
Handbook, and in the Association’s Year Book, and were 
referred to at page 9 of the ethical booklet issued to every 
member on qualifying. 

It was most unwise to make industrial medical officers 
appear as the “rascals of the profession.” Most of them 
were “thoroughly good chaps” who played the game. It 
would be most unfortunate to attempt to penalize them 
because of the actions of a relatively small number of 
people. 

Dr. H. ALEXANDER (Wandsworth) said that, as a member 
of the Occupational Health Committee which had been con- 
sidering the matter, he supported Dr. Vaughan Jones. The 
Association of Industrial Medical Officers had complained 
that their section of the profession had been singled out 
“ like a lot of naughty boys ” for special ethical rules. That 
attitude, it would be realized, was wrong because similar 
rules existed for other sections of the profession which had 
not made similar complaints. But the passing of the 
motion in question might provide ammunition for the 
critics and unwarrantly strengthen their case. 

A second objection on practical grounds was that there 
were industrial medical officers who were members neither 
of the B.M.A. nor of the Association of Industrial Medical 
Officers, and-how could the ethical rules be brought to 
their notice ? 

Dr. HENDRY said that one of the troubles was that the 
industrial medical officers had asked that the special rules 
might be rescinded and that, instead of having ethical rules 
which had to be obeyed, notes for guidance should be 
produced and members could please themselves whether 
such recommendation were carried out or not. He sug- 
gested that not all industrial medical officers seemed to 
be aware of the existence of the rules, or else they ignored 
them. Further steps should be taken to bring the rules 
to the notice of such members with a request that they 
be scrupulously observed. 

The Rugby motion was carried. 


ASSOCIATION FINANCE 


Mr. A. M. A. Moore, Treasurer, in presenting the 
Financial Statement for 1952, said that twelve months ago, 
in Dublin, the Treasurer had had the unpleasant task of 
presenting a set of accounts which showed only too clearly 
the inroads which had been made into the Association’s 
resources during a difficult year. At that time he had 
promised the Representative Body that the Council would 
take every possible measure to stabilize the position, and 
had been optimistic enough to anticipate that the steps 
which had been taken at the time of the Dublin meeting 
would result in the production of a more favourable 
balance-sheet at the close of the year to follow. That such 
favourable result had been achieved was apparent from the 
accounts which the members had before them. In the 


course of a short survey of the accounts, Mr. Moore said 
that the subscription revenue had increased by over £3,000 
to a total of £195,000, and the revenue from rentals and 
investments had reached the high figure of £38,500. 


On the expenditure side the first apparent economy was 
under the heading “Central Meeting Expenses.” Com- 
mittees had been asked to reduce their meetings to two a 
year unless circumstances warranted additional meetings. 
Wherever possible documents had been circulated in 
stencilled form instead of the more expensive printing 
process, and on Council documents alone a saving of 
£1,300 had been made in 12 months. 

The figures shown in the balance-sheet were the net 
figures after providing for a substantially increased con- 
tribution from the Defence Trusts, which now bore all but 
£1,000 of the total cost of the expenses of the General 
Medical Services Committee. Thanks were due to the 
Defence Trusts for their help in that important matter. 
The amount of the bank overdraft interest was consider- 
ably less than had been anticipated, and this had been 
achieved by careful management of the overdraft. Repairs 
and maintenance to buildings had been confined to bare 
essentials, and costs had been cut by some £3.000, but it 
was apparent that in order to keep the buildings in good 
repair and continue to produce the rents now coming in 
the Association would have to spend considerable sums on 
the repair and redecorating of B.M.A. House. The fullest 
co-operation had been given during the year by Branches 
and Divisions in regard to claims for capitation grants, and 
amounts unused in some areas had been used to finance 
other more active parts. Thanks were due to the Branch 
officers for their assistance in making that economy 
possible. 

“The watchword throughout all departments of the 
Association has been ‘Economy,’” he said, “and it was 
this economy which made possible the satisfactory result 
that representatives now see in the accounts.” 

When the budget for 1952 had been prepared it had been 
calculated that there would be a small surplus of some 
£3,000 on the general Association account to offset the anti- 
cipated deficit on the publications account. In fact, not 
only had that deficit been avoided but a surplus had been 
achieved on both the publications account and the general 
account, amounting in all to £18,000. The previous year’s 
income-tax recoveries amounted to over £13,000. All the 
various trust funds and charities under the control of the 
Council were in a sound position, and medical charities had 
enjoyed increased support from the Association. 

A review of the assets and liabilities of the Association 
as at December 31, 1952, showed that there were two main 
items under liabilities and provisions : loans and the bank 
overdraft. After offsetting liabilities and provisions 
against current assets in the two years under review, the 
indebtedness of the Association at the close of the year 
had been reduced by over £30,000—a very satisfactory 
result. The question was whether that trend would con- 
tinue. The present year had seen important changes in the 
Association’s methods of financial control. A budgetary 
control system was now being operated, and the Finance 
Advisory Committee appointed by the Council reviewed 
at its monthly meetings the income and expenditure of all 
the spending departments and committees of the Association. 
The master budget showed in detail month by month how 
the income was being spent and whether the anticipated 
surpluses or deficits were being realized. 

Mr. Moore strongly recommended a study of the antici- 
pated budget for 1953 as set out in the Report of 
Council. The sum of £35,000 had been set aside for debt 
redemption and £15,000 as a special reserve against contin- 
gencies, after which a reserve of £3,800 was anticipated. 

It was unwise to be too optimistic, but on the information 
available at the moment the results so far achieved in 1953 
appeared to be satisfactory. On January | a rise in the 
standard subscription had been introduced, and many had 
been apprehensive of the result. Members had in fact co- 
operated in full, and there was every reason to suppose that 
the budget income of £245,000 from subscriptions would be 
reached. At the same time expenditure had been carefully 
watched, and it was expected once more to fulfil the Repre- 
sentative Body’s direction that at least half of the subscrip- 
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tions should be earmarked for loan redemption. The target 
was £35,000, which would still leave a margin for contin- 
gencies. 

“It may be unwise for a Treasurer to prophesy,” he said, 
“but if we are able to hit our target this year and continue 
at the same rate of progress next year consideration of a 
reduction in the subscription might be possible in the not 
too distant future.” 

Mr. Moore ended by expressing gratitude to the staff of 
the Finance Department and in particular to Mr. Giles, the 
present Finance Comptroller. (Applause.) 


Membership Subscription 

Dr. A. E. Lopen (Tunbridge Wells) moved that the men- 
bership subscription be modified for members who were 
assessed under Schedule E, so that the net cost of member- 
ship might be equitable throughout the profession. A year 
ago, he said, it had been stated that there were 18,000 mem- 
bers of the Association who held full-time salaried positions. 
They had been subdivided into an upper and a lower income 
group. Even in the latter, if the full rate of tax was paid 
their subscription was not reduced to that paid by the 
majority, while that paid by the upper income group was 
well above the subscription paid by the majority. This 
might drive some people away from the Association. 

Dr. W. N. Leak (Mid-Cheshire) said that a large number 
of those who held full-time salaried positions could count 
their subscriptions to specialist medical associations as an 
expense for income-tax purposes, but could not do this in 
the case of their subscription to the British Medical Associa- 
tion, because membership of the B.M.A. was held not to be 
essential f6r their work. If they subscribed only to the 
Journal they could treat that as a necessary expense, but in 
that case they would not be members of the Association. 
The Tunbridge Wells amendment covered this point and he 
therefore supported it, though Mid-Cheshire had put down 
an amendment to deal with the same issue. 

Dr. H. S. Howie Woop (Isle of Wight) emphasized the 
need to consider sympathetically a revision of the scale of 
subscriptions paid by medical officers of health below the 
rank of chief medical officer. If medical officers of health 
resigned from the Association because of what they regarded 
as financial discrimination, it would lead to less happy rela- 
tions between the practitioners in an area and the department 
of the medical officer of health than existed at present. 

The TREASURER said that the Council viewed this problem 
very sympathetically and had examined it on a number of 
occasions. He suggested that the Tunbridge Wells amend- 
ment should be referred to the Council, so that they might 
have another look at it. He could not, until he had seen 
the full accounts for the present year, say whether it would 
be justifiable to take action in the matter, but it would be 
given the fullest consideration. 

Dr. LopEN said that he would be happy to accept that 
suggestion and have the amendment referred to the Council. 

The CHAIRMAN asked for a definition of the phrase “ net 
cost of membership.”” Would a member have to declare 
the rate at which he was paying tax, and would income from 
other than professional sources have to be included ? 

Dr. LoDEN suggested that the basis should be the standard 
rate of income tax, and that the net cost of the subscription 
after the standard rate of tax had been deducted should be 
equal throughout the profession. 

The amendment was referred to the Council, as was also 
an amendment by Mid-Cheshire that the reduced subscrip- 
tion of four guineas should be granted to all whole-time 
salaried members. 

Dr. S. SmitH (Tower Hamlets), who had recently returned 
from what the Chairman described as a “ pilgrimage to 
Monte Catini,” and was invited to speak, said that the group 
of British doctors and their wives who made the journey 
to Italy had been entertained with almost regal hospitality 
by their Italian colleagues, who had sent to the British 
Medical Association their most cordial greetings and good 
wishes and expressed the hope that there would be an even 
stronger link between their two countries, and between the 
medical men of those countries, in future. The British party 


had invited their Italian colleagues to visit this country, and 
hoped to have an opportunity of entertaining them. Such 
visits should be continued. 


“ BRITISH MEDICAL JOURNAL” 


Dr. O. C. Carter, Chairman of the Journal Committee 
presented the Annual Report under “British Medical 
Journal.” In Dublin last year, he said, he had had to tell a 
grim story of financial loss on the Association’s academic 
publications, brought about largely by a fantastic rise in the 
cost of paper. This had meant that the Treasurer had to 
find £30,000 to balance the Journal accounts, and that the 
Journal surpluses which had for so long assisted other 
Association activities came to a sudden end. He had esti- 
mated that there would be in 1952 a deficit on the Journal 
and on the quarterlies and abstracts, but in fact the year 
had ended with an overall surplus. (Applause.) At the 
beginning of the present year it had been estimated that 
there would be a surplus of £19,000 on the Journal in 
1953, but in fact for the-first five months alone there had 
been a surplus of £28,000, as compared with a deficit of 
£1,100 on the corresponding period of the previous year. 
(Applause.) The finances of the Association’s publications 
could therefore be said to be in a sound position. 

This year, for the first time for fifteen years, all the duties 
in connexion with publishing and producing the academic 
publications had been vested solely in the Journal Com- 
mittee by the dissolution of the Publishing Subcommittee 
and the appointment of a business manager, Mr. Webb, who 
had already shown that he would be a valuable addition to 
the staff. 

Progress in medicine was becoming increasingly rapid, 
and had to be reflected in the columns of the Journal. Only 
a small number of the original articles submitted could be 
published, and there was an increasing delay in their publi- 
cation. There was also increasing pressure on the correspond- 
ence columns. The Journal had to cater for every type of 
practitioner, and it was not expected that every reader would 
read or understand everything in the Journal. 

During the past year the Supplement had given more news 
of the Association’s activities, and he believed that this was 
appreciated. The academic excellence of the special jour- 
nals made them a valuable addition to current medical 
literature. Their circulation was increasing, but if they 
were to fulfil their true function it was unlikely that they 
would ever be self-supporting. Abstracts of World Medicine 
continued to give an indispensable service, but was expen- 
sive to produce, and nowhere in the world did such publi- 
cations pay their way. Economy had been effected without 
loss of efficiency by combining the Abstracts of World 
Medicine aad Abstracts of World Surgery in one publication. 

The report under “British Medical Journal” was 
approved. 
Composition of the “ Journal ” 


Dr. I. M. Brown (Eastbourne) asked that the composition 
of the Journal should be altered so that at least one-third 
of the matter should be devoted to clinical subjects of 
interest to general practitioners. The clinical articles in 
the Journal, he maintained, were becoming too complex and 
technical to be of interest to the average reader, and were 
more suited to specialist publications. He would prefer to 
have summaries only, with comments on their significance 
by recognized authorities, and in their place to see more 
invited contributions similar to the refresher course articles. 
This need not involve lowering the standards of the B.M_J. 

Dr. S. Noy Scott (Council), speaking as a general practi- 
tioner, asked the meeting to reject the motion. To accept 
it might lead in time, he suggested, to demands that one- 
three-hundredth of the Journal should be devoted to the 
needs of whole-time medical officers, and so on. There 
had recently been born the College of General Practitioners 
to improve the standards of general practice, and there could 
be no better way to improve those standards than to provide 
general practitioners with some knowledge of the specialties. 

The CHAIRMAN, replying to a question, said that of the 
67,000 members of the Association 20,000 were general, 
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practitioners in Great Britain and Northern Ireland. The 
circulation of the Journal was 78,000. 

Dr. D. L. Guttickx (East Herts), also speaking as “an 
ordinary general practitioner,” said he was interested in 
more than one-third of the Journal at the present time, 
and he feared that if the motion was carried he would find 
less rather than more of interest to him. There were always 
summaries of the abstruse articles. 

The CHAIRMAN at this point read a letter of greeting 
from the Medical Association of South Africa, and also 
extended a cordial welcome to Dr. J. G. Hunter, who for 
twenty years had been the Secretarv of the Federal Council 
of the British Medical Association in Australia. (Applause.) 

Dr. HUNTER acknowledged with thanks the kind welcome 
accorded him and said that he desired, on behalf of the 
profession in Australia, to convey warm greetings and pest 
wishes for a very successful meeting. Over 90% of the 
profession in Australia, he added, were members of the 
Association. 

Dr. C. P. WALLACE (Guildford), continuing the discussion 
on the Journal, deplored any tendency to dictate to the 
Editor how the Journal should be. edited. It could not be 
said too strongly that the freedom of the country depended 
on the freedom of the Press, and, similarly, the freedom 
of the profession depended to a very large extent on the 
continued freedom of the medical Press, in particular the 
British Medical Journal. 

With regard to the learned articles, he urged the Editor 
to bring his influence to bear on the writers to employ 
a greater lucidity and clarity in expression. 

Dr. R. M. S. McConaGHEy (Torquay) pointed out that 
the general practitioner was a man of most varied interests. 
How the Editor, who was not a general practitioner, could 
possibly decide that one-third of the Journal was of interest 
to general practitioners, as the motion asked, he did not 
know. 

Dr. CarTeER (Chairman of the Journal Committee) said 
that it had to be borne in mind that the British Medical 
Journal was the leading weekly medical publication in the 
country. It was a national and not a sectional paper, and 
one which circulated throughout the world, and in particu- 
lar in the Commonwealth. Furthermore, it was a truism 
that the standard of medical publications in any country 
reflected the standard of medical practice in that country, 
and the status of the medical profession. Therefore. noth- 
ing should be done to lower the standards of the Journal. 

Dr. I. M. Brown, in reply, said that he did not suggest 
that the highly abstruse articles were above the head of 
the general practitioner, but what he did suggest: was that 
they were not of general interest. In his view the standard 
of the Journal would not be lowered if those abstruse 
articles were replaced by others of more general interest. 

The Eastbourne motion was decisively rejected. 


Reports of Divisional Meetings 


Dr. C. W. Roe (Chelsea and Fulham) asked that reports 
of Division meetings on subjects of general interest be 
given more prominence in the Supplement. He said that 
as a result of printing the reports of Divisional meetings 
in the column reserved for the notices of future meetings 
in small type fewer people read them than would be the 
case if the reports were displayed more prominently. Out- 
side organizations could get their notices printed in the 
Journal in large type. 

Dr. CARTER said that it was simply a matter of priorities. 
A number of economies had been put into operation in 
producing the Journal, and every section of it was suffering 
as a result. A great deal was published in the Supplement 
which was of interest to general practitioners and Divisions. 
The annual report of the General Medical Services Com- 
mittee occupied forty pages and cost £1,150. In September 
there would be published the report of the General Practice 
Review Committee, which would cost £2,850. It was not 
possible to go on spending money indefinitely if the Asso- 
ciation were to remain solvent. 

The motion was referred to Council. 





“FAMILY DOCTOR” 


Dr. CarTER proceeded to make a statement on the 
position of Family Doctor. 

He referred to the attitude adopted by many members at 
the 1952 Representative Meeting, with which he had a 
great deal of sympathy, but said he was fortified in the 


_hope that, when the facts were placed fully before the 


Representative Body, Fam‘ly Doctor, which in the first two 
years of its life had contended with many vicissitudes and 
ailments, would be given a further opportunity to develop 
and flourish. The Representative Body was generous and 
accepted the position with regard to the past and what 
seemed to be the prospects for the immediate future. 


He stated then that the Council had set a limit of - 


£10000 on the cost of Family Doctor for that year. At 
the meeting in Dublin he also stated that in his view it 
would not cost the Association much more than half that 
sum, and he mentioned the figure of £6,500. From the 
statement of accounts it would appear that Family Doctor 
in 1952 cost £8,244, and that was a completely accurate 
figure from the point of view of accountancy, but it did 
not indicate what were the results of eleven months’ trad* 
ing of Family Doctor under the supervision and guidance 
of the new Committee. In point of fact, the eleven issues 
from March, 1952, to January, 1953, lost only £2,800, but 
to that had to be added the £1,700 which was lost on the 
February issue, which was in production before the new 
Committee took over, and the larger sum of £3,400 which 
was voted as a special measure by the Council in Novem- 
ber, 1951. As, however, the money was not spent until 
the turn of the year it had to be included in the accounts 
for 1952. Therefore, it’could be said that the overall loss 
was £8,244 as against the permitted cost of £10,000. 

Progress had been made in the current year both as 
regards financial stability and in the quality of production 
and editorial content. So far as the financial situation was 
concerned, last year he told the Representative Body that 
during the ensuing year in his view the publication would 
cost the Association nothing at all, and he was firmly 
convinced that his forecast would be correct. In fact it 
had been possible to plough back a surplus for the first 
four months of the year. Family Doctor was working 
three months ahead of production, and the general manager 
reported that the advertising space booked for the remain- 
ing months of the year was more than 50% greater than 
that for the corresponding period in 1952, and orders were 
still coming in. 

Dealing with the publication itself, Dr. Carter said 
that it had improved greatly and was now as good as any. 
Indeed, testimony to that effect had been received from two 
very prominent people in the press and publishing world. 
During the last six.months more than half a million copies 
had found their way into the homes of a cross-section of 
the community, and they also went to antenatal, child- 
welfare, and other clinics, to schoolteachers, health workers, 
and others. The Committee was not, however, complacent 
or satisfied and was striving all the time to make the 
publication even better. 

Advertisements were, of course, an integral part of every 
magazine, but the greatest possible care was taken to 
screen all the copy—a great deal of what was offered was 
rejected. 

Dr. T. W. Davies (Swansea) complained of the appear- 
ance in the Family Doctor of advertisements of drugs of 
doubtful value and called for the cessation of the practice. 
He moved that this practice should cease. In view of the 
statement made in the previous year to the effect that Family 
Doctor was the only accredited popular health journal under 
the editorship of medical men, he said that the Swansea 
Division felt that every care should be taken with regard 
to the advertisement of drugs which the medical profession 
could not prescribe with confidence. 

Dr. A. F. DUNN Carrie (Manchester) said that the pres- 
ence of the Family Doctor in his waiting-room had led a 
patient to ask him to prescribe a proprietary medicine adver- 
tised in it, which he was unable to do. 
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Dr. ELstt WarREN (Kensington and Hammersmith) in- 
stanced one advertisement for a “ cheap sort of drug” con- 
taining hyoscine, to which some children had an idiosyn- 
crasy, and fatal results had occurred. 

It might be said that by its advertisements Family Doctor 
might be doing a little evil in order that great financial good 
should come, but that was a matter of opinion. Such 
advertisements should be cut out. 

Dr. E. C. Dawson (Council) expressed sympathy for 
Swansea’s amend. nent. The Association's policy was that 
self-medication should be discouraged. One issue contained 
advertisements for the cure of rheumatism, sciatica, lum- 
bago, neuritis, and gout, which hardly seemed anything but 
an incentive to self-medication, and should be discouraged. 

Dr. CARTER, in reply, said that the Swansea amendment 
was based on a false premise. Only 5% of the total revenue 
of Family Doctor came from advertisements, excluding those 
for simple remedies and proprietary medicines. No adver- 
tisement had ever been accepted for the sake of swelling 
the journal's income unless such advertisement had been 
considered right and proper. 

Reference had been made to “drugs of doubtful value,” 
but how many drugs or preparations obtainable were of 
specific value ? There was a wide difference of opinion on 
such matters among doctors, and such advertisements pro- 
vided a means for the discussion among doctors of the pre- 
parations so advertised. The acceptance of an advertisement 
was always a difficult matter and it had always to be treated 
on its merits, as it was impossible to formulate a code to deal 
with the situation. 

Some critics had said that some such advertisements were 
suitable to be read by lay people in The Times but should 
not be seen in a magazine sponsored by the British Medical 
Association, while others had said, “ Let us advertise syrup 
of figs in the British Medical Journal or the Lancet—but 
not in a journal for the lay public.” But Family Doctor 
was something in between the two, which presented a new 
problem. “ We are trying to do a difficult job as conscien- 
tiously as possible. We receive a great many demands for 
space and we refuse more than we accept. We have refused 
advertisements that have appeared in the British Medical 
Journal, in the Lancet, and in The Times, so to suggest that 
we accept advertisements for the sake of revenue is just 
nonsense.” 

The Swansea amendment was carried by 154 to 116. 

Dr. G. Swirt (Winchester) moved to congratulate the 
editorial staff of the Family Doctor on the increased 
success of the periodical. It was a matter of great satis- 
faction that Family Doctor was no longer a financial 
liability, but even if that had not been so it should still 
continue to be published. Patients nowadays tended to be 
very health-conscious: medicine was no longer a mystic 
art, it had become news, and Family Doctor was a means 
of giving information of a character which was up-to-date, 
reliable, and, above all, non-alarmist. 

The motion was carried. 


PUBLIC RELATIONS 


Dr. H. Guy DAIN moved approval of the report under 
*Public Relations.” It would not be improper, he said, 
to describe the public relations department of any organi- 
zation—particularly that of the Association—as the silent 
service, The department’s work was manifold and covered 
all sorts of problems. During the year there had been 
alterations in the constitution of the Committee so that the 
different organizations of the Association were more widely 
represented. An opportunity had been afforded of enlist- 
ing the financial help of the consultants and specialists and 
of the public health committees. A large share of the cost 
had been borne for the Defence Trust Funds of the General 
Medical Services Committee and the former Insurance Acts 
Committee. The influence of the department was more and 
more appreciated. The Public Relations Officer was now 
invited to attend all the meetings of the Consultants and 
Specialists Committee and was the expert adviser on the 
Joint Committee which consulted with the Ministry on con- 


sultants’ problems. The services of Mr. Pringle had been 
offered to the World Medical Association at its conference 
on medical education to be held in August of this year. The 
central register of medical conferences was a great value 
and at present included particulars of 140 conferences to be 
held in the course of the year. 

Dr. J. S. Ross (East Herts) moved that, with a view to 
improving the relations between the central organization 
and the periphery, the Public Relations Committee should 
co-operate in the publication of the Supplement. Many 
doctors, he said, still did not seem to realize how much was 
being done on their behalf by the Association. Many 
members did not read the Annual Report, which was a 
lengthy document, and if a shorter report could be pub- 
lished as well it might be more widely read. 

Dr. Dain said that there was the closest co-operation 
between the Public Relations Officer and Department and 
the editorial staff of the Journal. 

The motion was lost. . 

Dr. Ross further moved that a meeting of Divisional 
Public Relations Officers be held once a year, to encourage 
them and give them guidance in their work. He empha- 
sized the importance of local public relations activities and 
that harm could be done by misdirected activities by over- 
enthusiastic doctors. 

Dr. W. Woo..Ley (Council) maintained that at present 
there was not a great deal for the Public Relations Officers 
of Divisions to do, apart from routine work.. There had 
been an important conference of these officers some months 
ago, before the announcement of an important piece of 
financial news, and that had shown the benefit of such cén- 
ferences. The Public Relations Committee had in mind the 
calling of such meetings periodically, but not necessarily at 
regular periods, when there might not be anything to dis- 
cuss. Financially, the Association was not yet out of the 
wood. 

Dr. R. G. GiBson (Council), supporting the motion, said 
it was difficult to think that a year could go by with nothing 
for Public Relations Officers to talk about. For them to 
get together helped them to know what was going on at 
Headquarters. ° 

Dr. D. L. GuLtick (East Herts) said it had occurred to 
his Division that, if the motion were accepted, such meet- 
ings could be held in association with the Annual Con- 
ference of Divisional and Branch Secretaries. There might 
not be a great deal to discuss, but the Association had been 
“caught short” once before, and the public relations 
weapon should be taken out of its sheath occasionally to 
make sure that it was still sharp. 

Dr. S. SmitH (Tower Hamlets) pointed out that the 
machinery existed for calling meetings of any section of 
the profession when necessary. Possibly Public Relations 
Officers could be invited to attend, if they so desired, the 
Conference of Divisional and Branch Secretaries. 

Mr. H. H. LANGSTON (Winchester) hoped that that sug- 
gestion would not be seriously considered, since it would 
be a mistake to add public relations at the end of a long 
agenda dealing with other matters. 

Dr. Dain agreed that it would be a mistake to bring 
together two bodies of people concerned with different sub- 
jects. The idea of holding meetings of Public Relations 
Secretaries had been in his mind for some time, but they 
had been handicapped this year by a necessarily rigid 
budget. They would be prepared to call such a conference 
should any emergency arise, and, as soon as they could 
afford it, to have a meeting every year if necessary in the 
form of an educative conference. The local press was even 
more important to the ordinary citizen than the national 
press, and it was most important that local Public Relations 
Secretaries should know their job. It was very likely that 
such a conference would be held next year, if the financial 
position of the Association improved. He was in favour of 
holding educative conferences at least once a year, but with- 
out a binding obligation to do so. 

It was agreed that the motion be referred to Council. 


The meeting adjourned at 5.45 p.m. 
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Friday, July 10 


The meeting reassembled at 9.30 a.m., Dr. S. WAND in the 
Chair. 

A message was read from Sir Ewen Maclean in response 
to the greetings extended to him on the previous day. 

Reassuring news was given with regard to a representative 
who had been taken ill, and to two other representatives who 
had been involved in motor-car accidents on the way to the 
meeting. 

PUBLIC HEALTH 
Whitley Machinery and the Arbitration Issue 


The first business, by previous arrangement, was the report 
under “ Public Health,” which was presented by the Chair- 
man of the Public Health Committee, Dr. K. Cowan. 

Dr. Cowan referred to the terms of reference of the 
Industrial Court to which the claim for an increase in 
salaries of assistant medical officers of health was made. He 
said that the salaries of assistant medical officers by the 
original award were £850 to £1,150 per annum, and in the 
early part of this year it was gratifying to note that the 
Industrial Court upheld to a great extent a claim for an 
increase in the scale from £1,000 to £1,400. The basis on 
which the claim was made was that there had been an 
increase in the cost of living since the original Industrial 
Court award, and in addition the scale of salary did not 
encourage assistant medical officers to come into the Health 
Service as a career. A great deal of work was involved in 
the arbitration, and he paid tribute to Dr. Kelynack and 
her staff for the way in which they prepared the case. 

Dealing with the question of arbitration machinery, Dr. 
Cowan dealt with difficulties which had been encountered 
in the management of the Whitley machinery, and recounted 
some facts in relation to arbitration. The Whitley 
machinery, he said, was devised as a method of negotiation 
between employer and employee on salaries and conditions 
of service. The essence of that machinery was to try to 
arrive at agreement between the management and staff sides 
by full and frank discussion, and frequently it might be 
necessary to reach agreement by compromise. However 
good the relationships might be between the management 
and staff sides, there might be cases on which it was impos- 
sible, with the best will in the world, to secure an agreement. 
Implicit in the whole of the machinery was the establishment 
of an independent Court of Arbitration to which either side 

_could go when all efforts to reach agreement had failed. The 
independent arbitrator could look at the matter objectively 
and could reach a decision which should be accepted by 
both sides. While certain points had been successfully 
negotiated in connexion with the establishment of the 
machinery, there were two important outstanding issues still 
the subject of disagreement. ; 

The staff side of the General Whitley Council, supported 
by the staff sides of the Functional Councils, took the view 
that any dispute which had not been resolved on a local, 
regional, or Functional Council level (there was appeals 
machinery at each level) could be referred by either side to 
arbitration, and that such unilateral, reference should be 
incorporated in the machinery as a matter of right. 

The second point, again supported by the staff sides of all 
Functional Councils, was that the ruling of the Whitley 
Court of Arbitration, when established, should be binding on 
both sides. At the last meeting of the General Whitley 
Council on May 11, 1953, those two important remaining 
issues were discussed and the management side refused to 
accept either. As a result of that disagreement an approach 
was made by the staff side to the Minister of Health and 
to the Secretary of State for Scotland. who were asked to 
receive the staff side of the Council in order that there could 
be a discussion. As far back as 1947, when the whole 
Whitley machinery was under discussion. the Minister had 
said, in effect, that if there was any difficulty he would be 
willing and anxious to help in any way without interfering. 

He had, however, refused to meet the staff side, and this 
was a little difficult to understand in view of all that had 


gone before. It would seem to suggest that the Minister was 
prepared to allow the present unsatisfactory situation of an 
incomplete appeals machinery within the Whitley machine 
to continue. It was very important to realize that the refusal 
by the management side to agree Whitley arbitration pro- 
cedure and the refusal of the Minister meant that every 
employee of the National Health Service was affected by the 
lack of Whitley arbitration agreement, which was a vital cog 
in the whole of the Whitley machine. Some employees in 
the National Health Service might be in a position to appeal 
under the Industrial Disputes Order, being members of. a 
trade union, but the medical profession and colleagues in 
other professions were gravely prejudiced because at the 
present time there were no means of notifying a dispute and 
obtaining arbitration. 

The suggestion has been made that there should be an 
amendment of the Industrial Disputes Order. The present 
position in connexion with the Industrial Disputes Order was 
that professional organizations which were not trade unions 
were precluded from notifying a dispute, and, furthermore, a 
dispute could not be notified where the difference involved 
an individual officer. It was clear that doctors and their 
professional colleagues were gravely prejudiced by not being 
= to apply for adjudication under the Industrial Disputes 

rder. 

The Council of the Association had, of course, for many 
months realized the importance of the question, and had 
approached the Minister of Labour in order to effect, if 
possible, an amendment of the Order whereby a professional 
organization should no longer be precluded from notifying 
disputes under the Order. A deputation of the Council was, 
in fact, received by the Minister of Labour, apparently 
favourably, in 1951, and it was expected that amendments 
would be made to the Order without delay. Time had, how- 
ever, dragged on, and after many inquiries since 1952 the 
Minister of Labour had intimated that the whole question 
was still under consideration. At its last meeting the 
Council directed that a further approach should be made to 
the Minister forthwith, and a letter was duly sent. Un- 
fortunately the letter produced no results and pressure was 
still being brought to bear. 

Summarizing the situation, Dr. Cowan maintained that 
implicit in the Whitley machinery, which should be free 
negotiation between one side and the other, was the need for 
the establishment of an independent Court of Arbitration. 
Pending the establishment of such an independent Court of 
Arbitration it was suggested that the Industrial Disputes 
Order should be amended. 

Dr. Cowan went on to speak on some other public health 
matters. As a result of Council’s suggestion last year that 
there was need for priority in the rehousing of persons suffer- 
ing from active tuberculosis, the views of the Ministry of 
Housing and Local Government and the Ministry of Health 
had been obtained and both Ministries had undertaken to 
give all possible help to each individual case. The matter 
had thus been brought to the attention of Government de- 
partments and local authorities. The need for resettlement 
of open cases of tuberculosis in industry was recognized by 
the Ministry of Health and by the appropriate committees of 
the Association, but there had been certain misgivings among 
the industrial medical officers as to the safeguards to be 
applied. The Ministry had therefore agreed to reconsider 
the matter and to issue a new draft circular, which the 
Association would have the opportunity of seeing 
beforehand. 

The CHAIRMAN OF CouNcIL said that the question of arbi- 
tration was probably the most important of those before the 
Representative Body. The Whitley machinery had been 
accepted by the Association in the belief that it would 
provide a solution to the arbitration issue, but it had turned 
out to be a cul-de-sac. It had been looked forward to as the 
natural finishing layer of a tribunal to which appeal could be 
made when agreement had not been achieved at lower levels. 
The idea of refusing service was not only unusual among 
doctors but was something at which they shuddered ; but 
there had been an occasion when 98 to 99% of the members 
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of the Association had handed their resignations to their 
local panel committees to be used in any way thought best 
in the event of those entering into the negotiations coming to 
the conclusion that a refusal of service was the only course 
to adopt. And the ground upon which that action had been 
taken was a refusal of arbitration. It had not been concerned 
with money, it had been concerned only with the refusal to 
give ordinary human justice so that, if two people were in 
dispute and could not reach agreement, the right and proper 
course could be followed of referring the matter to an 
independent tribunal, which would be in a position to come 
to a decision which either side could express their willingness 
to accept quite freely. 

“We are not going to accept that this position should 
continue indefinitely,” he said, amid applause. Dr. Cowan’s 
moderation was to be admired, but the matter was not one 
for moderation. Those in high places would have to be 
told that the Association would no longer tolerate the exist- 
ing condition and were determined to have arbitration. 

Dr. J. W. Hope-Simpson (Mid-Herts) moved: 

That this Meeting deplores the lack of a Whitley Court of 
Arbitration to which there should be a right of appeal by 
unilatera! reference and where the ruling should be binding on 
both parties, and instructs Council to take immediate and urgent 
action to obtain the necessary amendments of the Industrial 
Disputes Order to enable disputes to be reported by the Associa- 
tion to the Minister of Labour under that order. 

The present lamentable position was that the profession 
was not recognized under the Industrial Disputes Order, 
1951, and was therefore unable to get beyond the Whitley 
Appeal Subcommittee stage. Despite promises, the Associa- 
tion still lacked the elementary rights of justice which any 
trade union could demand, and the reasons were concerned 
with politics and with administration. There could be no 
political reason in peace-time for depriving professional 
men of the right of appeal to an independent, neutral body. 
When doctors had agreed to take part in the National 
Health Service there had been grave misgivings about the 
entry of politics into their work ; the existing situation was 
an instance of the result of political planning behind the 
scenes. 

Dr. J. A. Gorsky (Westminster and Holborn) expressed 
resentment and anxiety concerning the lack of an agree- 
ment on arbitration. As Statutory Instrument 1376 (Indus- 
trial Disputes Order, 1951) remained unamended, and the 
Association was still excluded from the order, thus preclud- 
ing the Association from submitting any dispute to the 
Ministry of Labour, effective action should be taken forth- 
with to ensure that arbitration machinery was set up. 
Further, requests for arbitration should not be subject to 
the Minister's veto. The active support of all professional 
bodies in the National Health Service should be enlisted 
with a view to terminating the present position whereby a 
dispute could not be referred to the Ministry of Labour. 

In June, 1941, he said, Dr. Dain (as Chairman of 
Council) had urged that if it were to become progressively 
the employers of the medical profession the Government 
must be prepared to accept the position of employer with 
regard to the Whitley Council machinery, and not stand 
behind the idea that the State must be outside such a con- 
sideration. The Government could not be employers and 
judges at the same time. On June 20, 1949, a letter had 
appeared in The Times in which Sir Lionel Whitby had 
mentioned the far-reaching and grave implications to all 
professional classes resulting from the breach of faith of 
a then Minister’s broken promises. Those promises, said 
Dr. Gorsky, were still broken, and the result was a con- 
stitutional issue through the failure of a local authority to 
implement the Whitley Council’s policy as regards the 
Ministry of Health in that particular borough. In June, 
1949, the Association had passed a resolution urging that 
any arbitration machinery (including financial arbitration) 
to be set up should not be subject to the Minister’s veto. 
But that had not been implemented. The matter, said 
Dr. Gorsky, was one which called for stronger language 
than that used by Dr. Cowan. It was a constitutional issue 


between the Government's prerogatives, the doctors and the 
Minister. It had been laid down quite clearly in the case 
of N.A.L.G.O. and the Bolton Corporation that it was essen- 
tially as a consequence of compulsory arbitration that the 
parties therein must sacrifice their power to exercise their 
discretion in matters relating to arbitration. That meant 
that the State, as employers of doctors and all other profes- 
sional classes, must subordinate its power to exercise its own 
discretion in matters of dispute. Statutory Instrument 1376 
had not been amended in order to include the B.M.A. and 
all other professional bodies—the dentists, opticians, nurses, 
and midwives—so that they might submit a dispute to the 
Minister of Labour. Something had happened. “I main- 
tain,” said Dr. Gorsky, “that it is now a matter of the 
Government’s veto, which should not exist if the State is 
now our employer.” There was no difference in principle 
in a dispute between the Government, as employers, and 
the profession, and one between two private individuals. 
Power of veto and Government prerogatives were matters 
of custom and not of law ; this had been apparent in similar 
cases from the seventeenth century to date. There was no 
objection if the prerogatives and discretion were used with 
moderation, but the profession should stand firm when the 
impersonal State used those prerogatives against all profes- 
sional classes engaged in the National Health Service, in 
repudiation of its promises. 

Dr. H. Guy Dain said that when the matter had come 
to be discussed with the Ministry it had been discovered 
that the “catch” was that the Minister could take the 
doctors to arbitration but was not prepared fo agree to the 
reverse process. It had never been possible to progress be- 
yond that point. The Association had been defected by the 
offer of an alternative method of getting something similar. 
If the Minister of Labour had been prepared to alter his 
order the Association would have come under the indus- 
trial order and could have taken its case to .the Minister, 
who could then have set up a court of arbitration. But what 
was really required was arbitration at the top of the Whitley 
machinery. 

Dr. T. W. MorGan (Kingston-on-Thames) said that until 
recently the Minister of Health had been a member of the 
Cabinet, but now he was so no longer, and the control of 
the Treasury was making itself felt and was partly respon- 
sible for the lack of arbitration machinery. The Associa- 
tion had a strong case, and the Government appeared to 
be afraid to go to arbitration because of what it might 
cost them. The Association was concerned not with the 
financial aspect but with justice, and must establish the 
principle of arbitration without delay. If things were 
allowed to go on they would drift into a full-time salaried 
health service. 

Dr. K. Cowan (Chairman, Public Health Committee) 
agreed that the ultimate aim must be a Whitley Court of 
Arbitration, but this would take a considerable time to 
secure. The amendment of the Industrial Disputes Order 
was desired as an interim measure to bridge the gap until 
the Whitley machinery was set up and to deal with imme- 
diate urgent cases. 

Dr. A. Brown (Council) moved an amendment to sub- 
stitute the word “shall” for “should” in the first sentence 
of the motion and to omit all words after “action.” The 
Council, he maintained, should concentrate on the one 
point of establishing arbitration machinery through the 
Whitley Council. 

Dr. C. W. WALKER (Cambridge and Huntingdon), in 
seconding, urged that the two issues should be separated 
and a vote be taken first on the Whitley Court. If the 
Association said that it wanted a Court of Arbitration, that 
would help those who were negotiating on its behalf in 
discussing the other question. 

Dr. J. A. Gorsky hoped that the amendment, which he 
contended was contrary to the policy of the Association, 
would be defeated. The Association had been left out of 
the Industrial Disputes Order, and unless it were included 
in it as if it were a trade union it would be powerless 
against the Government veto. 
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Dr. H. Guy Dain, supporting the amendment, said that 
if once the amendment of the Industrial Disputes Order 
was obtained it would be difficult, if not impossible, to 
get the Whitley Court of Arbitration. The simplest course 
was to get the arbitration machinery agreed with the Minis- 
try of Health, which required no legislation ; cace the 
Minister agreed, the whole matter could be settled in five 
minutes. 

Dr. A. BARKER (East Kent) appealed‘ to the meeting to 
reject the amendment and to support the view that both 
the amendment of the Industrial Disputes Order and the 
Whitley Court were necessary; otherwise there was a 
danger of falling between two stools. 

Dr. T. W. Moraan said it would be necessary on this 
issue to fight both the Minister of Labour.and the Minister 
of Health. This was a Cabinet matter. 

Dr. A. BROwN supported the policy of keeping to one 
course of action. 

Dr. Brown’s amendment was carried, 164 to 131. 

The CHAIRMAN, in view of the suggestion that the passing 
of the amendment involved a change of policy, ruled that 
it did not necessarily do so. He took it that the desire of 
the meeting was that the Council should take immediate 
action in what seemed to be the best way, without desiring 
to change existing policy. (Cries-of “ Agreed.”) 

The Mid-Herts motion, as amended, was carried nem. 
con. 

Dr. Gorsky moved “That this Representative Body 
pleads for the active support of all other professional 
bodies engaged in the N.H.S. whose position is likewise 
prejudiced by exclusion from the Order,” and this was 
carried. 

Vaccination against Smallpox 

Dr. M. J. FitzGeraLp (City of London) moved : 

That, since the frequency and rapidity of travel often makes 
vaccination against smallpox necessary in adult life, when there 
is a possibility of undesirable complications if the vaccination is 
then done for the first time, the Association do declare its con- 
tinued belief that it is in the interest of every individual to be 
vaccinated in infancy, the Association take immediate measures 
centrally and through the Divisions to secure the vaccination of 
every person at least once during infancy and urge the Govern- 
ment to act for the same purpose. 

At the present time, he said, there was a certain amount 
of laxity in regard to vaccination. Should an epidemic 
occur there would be queues, and surgeries would be 
besieged. 

Dr. Cowan said he was sure that the Public Health 
Committee would welcome the motion. 

The motion was carried. 


CIVIC WELCOME TO CARDIFF 


At this point the business of the meeting was suspended 
in order to welcome the Lord Mayor of Cardiff, Sir James 
Collins. 

The Lorp Mayor said that after the memorable events of 
the previous day it was rather hard to coHect his thoughts.. 
But the Queen had been indeed interested to know that the 
B.M.A. was meeting in Cardiff and had asked a number of 
questions about the Conference. He expressed his pleasure 
at being able to welcome the Association to Cardiff, and his 
gratification that the first telegram of congratulation he had 
received after being honoured by H.M. The Queen was from 
a former President of the Association, Sir Ewen Maclean, 
who had been President in 1928 when the Association had 
last met in Cardiff. He had been a very distinguished mem- 
ber of the profession and a great citizen, and was admired 
and loved in Cardiff. The Lord Mayor said how much 
pleasure he felt that a distinguished citizen of Cardiff was 
to be President this year. 

He had had an opportunity of reading the agenda of the 
Conference. One particular lecture appealed to him—a 
discussion under the chairmanship of Lord Horder on 
“ overweight.” If the Conference or any member of it could 
solve that particular problem he, the Lord Mayor, would 
pay for a special monument to him! 


_Speaking seriously, the profession embodied a special 
virtue—the healing of the sick—a cardinal virtue, and he 
wished every success to the doctors on their “ great voyage of 


‘ discovery.” He hoped that the Conference would visit Wales 


again in the near future. He trusted that their stay in Cardiff 
would be memorable, and that as a result of this Conference 
humanity would benefit more than ever before. 

The CHAIRMAN, in thanking the Lord Mayor for his 


* presence and also for his address, said that those who were 


present at the Reception and luncheon the previou 

-had been told of the honour conferred on the Lord aoe 
of Cardiff. (Applause.) He thought it would be most 
appropriate that this should be the first meeting (as he pre- 
sumed in fact it was) to convey congratulations to the Lord 
Mayor. 

It had been a very happy coincidence that the visit of the 
Queen had taken place during the meetinge—especially as 
the Queen was the Patron of the Association and also be- 
cause H.R.H. The Duke of Edinburgh had allowed the 
Association to make him an Honorary Member, 

The last few weeks, and particularly the last few days, 
must have been a very anxious time for the Lord Mayor of 
Cardiff and all who were concerned to make the Queen’s 
visit a memorable one and one that would demonstrate 
adequately the loyalty of Wales. From what was seen of the 
reception given to Her Majesty, the efforts which had been 
made were very successful indeed. It had been an unforget- 
table experience for all who had so graciously been invited to 
share in the City’s welcome to the Queen, and the Associa- 
tion were particularly grateful to the Lord Mayor for his 
generous invitations. 

The Association had many associations with Wales. The 
first meeting of the Representative Body was held in Wales 
in the city of Swansea, The first Gold Medal of the Associa- 
tion was presented to a Welsh doctor for bravery in a 
colliery disaster at Pontypridd in 1877. Two recent Ministers 
of Health came from Wales ; it was true that with one of 
them the Association had not always seen eye to eye— 
(laughter)—but one point on which they had no difference at 
all was in their desire to make the National Health Service 
the best that it could possibly be. 

_The Chairman said how impressed he had been by the 
city of Cardiff, and in particular by the beauty of the civic 
buildings, on this his first visit. The meeting was very 
grateful to the Council for allowing them to use these build- 
ings. (“ Hear, hear.”) He did not want to give the Lord 
Mayor the impression that the entire time of the representa- 
tives would be spent in meetings—they hoped to have time 
to see something of the beautiful country and to partake of 
the generous Welsh hospitality. 


PUBLIC HEALTH (resumed) 


Health Visitors 


} Dr. J. M. ALSTON (City of London) had a motion welcom- 
ing health visitors as a means by which general practitioners 
might increase the help they gave to their patients, and ask- 
ing that health authorities be encouraged to increase the 
number of health visitors where necessary. 

It was open to general practitioners, he suggested, to use 
the health visitors as domiciliary allies who could be called 
in to advise families on matters arising out of illness and 
on hygiene and diet. Cardiff had set a fine example in this 
respect, and provided health visiting services which were a 
model to the whole country. This was a means by which 
the general practitioner could return to the position of being 
a guide, philosopher, and friend to his patients and their 
families. 

Dr. KaTeE HARROWER (Glasgow) opposed the motion, 
which she said was premature and should not be passed 
until there was complete co-operation between public health 
departments, the health visitor service, and the general prac- 
titioner. The relations between general practitioners and 
the district nurses were very good, because the district 
nurse took orders from the general practitioner and reported 
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back to him, and in the country districts, where the district 
nurse acted as health visitor, the relations were perfect. In 
the city, on the other hand, the health visitor went to a 
house without the knowledge of the general practitioner and 
did not report back to him. Until there was proper co- 
operation the motion should not be passed. (Applause.) 
In the Act, wide powers were conferred on health authorities 
for the follow-up of patients, and many of them were now 
discussing follow-up from the hospital not to the general 
practitioner but to the health visitor. The day might come 
when discharge from hospital would be discussed between 
the ward sister and the health visitor, who would decide 
whether the hc-ne conditions were suitable for the general 
practitioner's patient’s return. (Applause.) 

Dr. A. G. HERON (Bristol) pointed out that health visitors 
were fully trained nurses, and said that with the need for 
more district nurses and more nurses in hospitals it was a 
waste of valuable woman-power to employ them in a capa- 
city where ‘they had very little to do instead of in the work 
for which they had been trained. 

Dr. Cowan maintained that the improvement in the health 
of the community over the past twenty years was due to 
two things: improved sanitation and better knowledge on 
the part of the public of matters related to their health, for 
which a great deal of the credit was due to the health visitor. 
(Cries of dissent.) It had been implied that there was not 
the co-operation which there ought to be between the public 
health department and the general practitioner, but co- 
operation worked both ways. It was up to.everybody con- 
cerned to be willing to co-operate for the benefit of the 
community. It would be most unfortunate if from a respon- 
sible body like theirs there should go out any indication 
that the two arms of the National Health Service were not 
working well together. It was the policy of the Council of 
the Association that the utmost co-operation should be 
fostered between all branches of the Health Service. He 
hoped, therefore, that the Representative Body would either 
accept the motion or else suggest that it might be sent to 
the Council in order to devise some means whereby co- 
operation could be more fully established. 

Dr. W. E. Dornan (Sheffield) stated that his group of 
medical practitioners had the services of a health visitor 
placed at their disposal and working to their orders in co- 
operation with the services provided by the health authority. 
There had been no criticism of the scheme, and there was 
no difficulty at all if an enlightened medical officer of health 
worked his service in co-operation with the general practi- 
tioner. In so far as health visitors were the means by which 
the general practitioner could increase the help given to his 
patients, the motion should be carried. 

Dr. Frank Gray (Council) said he agreed with what had 
been said about co-operation and the unfortunate present 
lack of it. The general practitioners had shown that they 
could work well with other branches in the Health Service. 
The district nurse was an invaluable partner, and it was 
desirable that health visitors should be equally valuable 
partners. If the motion were referred to the Council the 
development of the service along the right lines might be 
considered. 

Dr. A. Y. COCHRANE (Edinburgh) said that an opportunity 
was being afforded the general practitioner at the present 
stage to improve his status and general ability. to oversee 
the way in which his patients were looked after, and he 
hoped that the motion would be supported. 

Dr. J. C. ARTHUR (Gateshead) moved “ That the Asso- 
ciation welcomes health visitors working under the 
guidance of general practitioners as a means by which such 
practitioners may increase the help they can give to 
patients.” He declared that general practitioners must have 
a say in the activities of health visitors. He admitted 
that health visitors in many cases performed useful service. 
Whether or not they would be better employed in nursing 
he did not know; his own opinion was that they would. 
But all health visitors should act under the guidance of 
general practitioners and nothing else than that should be 


accepted. 


Dr. I. M. Jones (Sunderland) said that it was essential 
that those words “ under the guidance of the general prac- 
titioner” should be inserted in any motion passed on the 
subject. The position had been—for example, in maternity 
cases—that the health visitor had openly canvassed patients 
who had engaged general practitioner obstetricians and had 
got those patients to go to the local welfare centre for ante- 
natal care instead of to the general-practitioner obstetrician. 
They must make it clear that they would not tolerate that. 

Dr. W. Woo ..ey (Bristol) said that a motion in a similar 
sense was passed last year. There was an agreement that 
health visitors should work in closer co-operation with 
general practitioners. 

The CHAIRMAN Said that he wondered whether the Repre- 
sentative Body was not making rather heavy weather over 
this. He believed that they would like health visitors to 
continue, and to have them help general practitioners, but 
at the same time their work on the individual case must 
be under the general practitioner's guidance. (Cries of 
“ agreed.”’) 

Dr. Cowan thought that it would be helpful if the Coun- 
cil looked at this whole subject. There might be other ways 
and means whereby co-operation could be achieved. 

The Gateshead amendment was carried. 

Dr. Cowan then moved as a rider that the Council be 
instructed to look into the whole matter. He felt sure 
that they would be able to produce proposals for better 
co-operation. 

Dr. A. TaLBot ROGERS agreed, emphasizing that co- 
operation must come from both sides. 

Dr. J. C. ARTHUR opposed the reference to Council, 
holding that the meeting should give a clear indication to 
Council of the line which should be taken. 

The rider was carried, and the motion accordingly 
carried in the following form : 

That the Association welcomes health visitors working under 
the guidance of general practitioners as a means by which such 
practitioners may increase the help they can give to patients, 
and that the Council be requested to consider ways whereby 
the help given by health visitors to general practitioners may be 
increased. 


HOSPITAL AND CONSULTANT SERVICES 


Dr. T. ROWLAND Hit, Chairman of the Central Consul- 
tants and Specialists Committee, moved the sections of the 
Annual Report under this heading. The Committee, he 
said, had had an arduous and anxious year. Many points 
of fundamental importance had been dealt with which were 
of general interest and did not concern consultants alone. 
Progress had been made in pressing on the authorities the 
value of regular joint consultation with the representatives 
of the profession in developing the hospital service. There 
had been many troubles due to the lack of such consulta- 
tion, but they were gradually growing less. The matter 
had been brought to a head last year by some unfortunate 
happenings in regard to hospital medical staffing and the 
issue of circulars without consultation instructing medical 
boards to reduce or “freeze” their medical staffs. The 
Ministry of Health had apologized for this action and 
given an undertaking that consultation on such matters 
would be more efficient in future. The Ministry were 
working under an instruction that anything which would 
increase public expenditure must be resisted. 

The remuneration of hospital medical staffs had been 
under review. In this matter they took their stand on the 
Spens report, which defined the remuneration for the 
different grades of hospital medical staffs, and which had 
been publicly accepted by the Government immediately 
before the inauguration of the Service, and which had 
also been accepted by the medical profession. Justice had 
been done on the general practitioner side, but remained 
to be done for the hospital medical staffs, and they were 
in the throes of that struggle at the moment. Those who 
spoke for the hospital medical staffs were not animated 
by a desire to get all that they could from public funds, 
but wished to see justice done. The Spens report not only 
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involved adjusting remuneration to the post-war value of 
money, but defined the different grades of doctors serving in 
the hospital service and their relation to each other. It might 
suit the dictates of political expediency to regard the report 
as obsolete, but that was something to which the representa- 
tives of the profession would never agree. 

Another question dealt with was security of tenure, which 
for part-time staff in the hospital service remained doubt- 
ful. Their position had been strengthened in recent nego- 
tiations with the Ministry. of Health. The anxiety which 
affected the senior registrar grade had been mitigated, and 
the Government had met their requests in that connexion. 
The difficulties attending the entrance of these people into 
other branches of medicine were being examined, and they 
now had a two years’ respite from the termination of their 
appointments. The Government had been urged during 
these two years to instruct the boards to strengthen their 
permanent consultant staffing, to prevent the same deplor- 
able position arising again after another two years. 

With regard to the grading of senior officers, final agree- 
ment had not yet been reached with the Ministry of 
Health to examine ad hoc the claims of individuals who 
it was thought had been unjustly treated. The matter was 
still under close discussion with the Ministry, and he was 
hopeful that some steps might be taken. 

The question of the position of whole-time officers had 
been the subject of a good deal of public discussion during 
the past year. The more one thought about it the more 
it was realized that the whole-time consultant in the hos- 
pital service and the part-time officer had far more in 
common than they had in difference. In that respect unity 
was the most important factor. The result of the addition 
of some whole-time specialists to the staff side of Com- 
mittee “B” had been to reassure them that those who 
negotiated on behalf of all grades had done as good a job 
as possible in the circumstances. At a recent meeting of 
the Central Consultants and Specialists Committee those 
whole-time consultants who participated said that they 
had appreciated, as they had not done before, the com- 
petence and determination of the staff side of Committee 
“B” in presenting their claim, and that they now realized 
the sustained obstinacy of the management side. 

He urged that the Government must not be allowed to 
break up the hospital medical staffs into different sections 
and then proceed to defeat each section separately. 

There had been many discussions concerning private bed 
_ accommodation in hospitals during the year, and, although 
there had not perhaps been a great deal of progress, the 
foundation had been laid for further development in the 
future. The point had been made strongly to the Minister 
of Health that the introduction of moderately priced hos- 
pital beds for middle-class individuals would be in the 
public interest. 

Although legal action with reference to hospital staffs 
had given rise to anxiety and discussion, there was no very 
great anxiety about one or two recent cases which had 
received publicity but which created no new law. 


Remuneration of Hospital Medical Staff 

Dr. E. B. SmitH (Nottinghamshire) moved : 

That this meeting is of the opinion that an adequate betterment 
factor should now be accorded to the consultants and specialists, 
in conformity with the intention of the Spens report accepted by 
the Government and profession and already implemented in the 
case of general practitioners by the Danckwerts award. 

He said that a great deal of help had been given by 
consultants and specialists to general practitioners, and it 
was therefore particularly fitting that a general practi- 
tioner should move the motion. The motion was self- 


explanatory and there was no need to add to it. He desired 
to associate himself with the expression of appreciation of 
the work which the Committee had already done and was 
still doing. 

Mr. A. LAWRENCE ABEL (Marylebone) said that consul- 
tants as a body would be the last to wish in any way to 
embarrass the Government. At the same time it was felt 


to be their duty to impress on the Government, both for 
the present and for the future generations of consultants, 
that the terms of service must be such as would attract 
good men to all branches of the profession and, not least, 
to the hospital service. 

It would strengthen the hands of Dr. Rowland Hill and 
those of the Chairman of the Joint Committee, Sir Russell 
Brain, to know that the Representative Body supported the 
plea for equity in the payment of consultants such as 
obtained in other branches of the profession. 

Dr. T. D. CuLBert (Manchester) said it was very grati- 
fying to have a motion concerning the welfare of consul- 
tants moved by a general practitioner. It refuted the idea 
that there was a certain collective dichotomy between the 
general practitioner and consultant sections of the profes- 
sion. 

The consultants and general practitioners in the Man- 
chester area welcomed the Danckwerts award, and had a 
great admiration for the hard work which was done by 
the Association in securing it. 

The Nottinghamshire motion was carried unanimously. 


The Whitley Machinery 


Dr. E. C. Warner (Marylebone) had the following 
motion on the agenda : 

That in view of the frustration experienced in the Whitley 
machinery, this meeting advises the Central Consultants and 
Specialists Committee and the Joint Consultants Committee to 
withdraw from Whitley and to arrange a direct approach to the 
Minister. 


During the six weeks that had elapsed since the 
resolution had been drawn up certain discussions had 
taken place and it was desired that certain delicate negotia- 
tions should not be confused. As it would be against the 
interests of those negotiations and of consultants themselves 
to withdraw from the Whitley Council at the present time, 
his Division desired to withdraw the resolution. 

The resolution was withdrawn. 


Consultants’ Security of Tenure 


Mr. C. D. MEADOwcROFT (South Middlesex) moved that 
no contracts made by the regional board with its consultant 
staff should be varied without prior consultation with the 
individual and medical committees of the establishments 
concerned. 

The question had been dealt with by the Representative 
Body last year, when it had been decided that when a per- 
manent contract was issued no revision of that contract 
should take place within a period of three years unless 
the work should substantially alter. In paragraph 66 of its 
report the Council had dealt at length with the problems 
of part-time consultants and the senior hospital medical 
officers whose sessions were in danger of being cut. The 
South Middlesex Division felt that, in addition to express- 
ing strong support for the consultant movement as a whole, 
the rather vexed problem involved was being tackled from 
a slightly different angle—the protection of the full-time 
man. Without the protection of such a motion there might 
ultimately be fewer posts for the part-time man.- There 
had been many examples in his district of full-time men 
being asked to carry out additional sessions, in some cases 
at a hospital quite distant from his own and not even in 
the same group. This the full-time men did not like. 

Dr. Enip A. HuGuHes (Denbigh and West Flint) moved 
to amend the resolution by substituting for “ consultant” 
the word “ medical.” The object was to include all mem- 
bers of the profession who were under contract with the 
regional boards who would likewise suffer from the lack 
of security of tenure implied in the proposal before the 
meeting. 

The amendment was agreed to. 

Mr. H. H. LANGSTON (Council), supporting the motion as 
amended, said the establishment of hospitals had from time 
to time to be reviewed and new appointments made, but 
there was a tendency for boards to look first at the financial 
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implications and last at the interests of those who did the 
work, and to think that they would get the best advice from 
a medical advisory committee appointed by themselves, 
which seldom contained representatives of the consultants. 
When new appointments were made or existing appoint- 
ments in an area readjusted the local medical staff should 
be fully consulted before any decision was taken. 

Dr. J. A. Gorskxy (Council), who also supported the 


motion, said that it was important to establish security of- 


tenure, because Statutory Instrument 1373 of 1951 put all 
specialists, consultants, and others employed by hospital 
boards and management committees at the mercy of the 
Minister of Health. The Council should try to get this 
instrument repealed. 

The motion as amended was carried. 

Mr. Meapowcrorr (South Middlesex) moved further 
that all advertisements for consultant posts should contain 
full details of the appointments and duties of the individual 
to be appointed, or that those details should be available in 
full at the time of the original application. On some 
occasions, he said, a man applying for a post had been 
asked by the lay chairman, when interviewed, whether he 
would undertake some additional duty, in many cases out- 
side the hospital, and had no option but to say that he 
would. The position should never arise. 

Dr. G. C. L. Wooprorre (South Middlesex) said there 
was a tendency for boards to regard the staff as a pool on 
which to undertake temporary or permanent services over a 
wide area, and if this were persisted in the services given 
to the patients might suffer. 

The motion was carried. 


The Senior Registrar Situation 
Dr. R. Cove-SmitH (Marylebone) moved: 
That this meeting is of the opinion that the Minister should 


increase the number of part-time consultant posts in general 
medicine and general surgery. 


The motion had been drafted, he said, before the Minister 
extended the period for senior registrars for a further two 
years, and he had since shown himself willing that registrars 
should be continued in their posts, but this further period 
should not be used for additional procrastination ; regional 
boards should use it to expand their consultant services, so 
that a certain number of registrars could ultimately obtain 
posts. Certain regional boards were slow in facing this 
problem, and at present some consultant work was being 
done by senior registrars or clinical assistants. 

Mr. J. R. NicHOLSON-LaiLey (Council) said that with the 
coming of the N.H.S. the former assistant physicians 
and assistant surgeons disappeared, their place being taken 
by consultants having equal status who were assisted by 
senior registrars. With the cut in senior registrars there 
were not enough trained people to undertake-the responsi- 
bilities, particularly in the peripheral hospitals. There 
was a need for the appointment of additional consultants, 
particularly in surgery. Men were required who could 
take decisions for themselves. Hospital boards were expec- 
ted to expand their consultant staff without being given 
more money, and were expected to make cuts in other 
directions. That was a wrong principle and should be 
taken up strongly with the Ministry. 

Dr. S. O. AyLetr (Marylebone) said that the need for 
new consultant posts was not being pressed in order to 
placate the registrars, but because they were necessary, 
especially for emergency surgery. At present there was 
not only avoidable mortality but morbidity associated with 
operations of ‘an acute type which could be avoided if they 
were in the hands of more experienced people. It was 
impossible for surgeons in the consultant service to under- 
take all the emergency operations which were called for, 
and in many hospitals the out-patient department was over- 
whelmed and many patients never saw a consultant. 

Dr. ALEXANDER SmiTH (Lanarkshire) emphasized the neces- 
sity for some registrars to be given the opportunity to take 
part-time consultant posts. 


Dr. T. ROWLAND HILL pointed out that an increase in the 
number of consultants was urgently needed in order to give 
the public the service they had been promised. There 
were’ at least 200 hospital doctors doing consultant work 
who were juniors and not of consultant rank, and the 
number of consultants in all branches should be increased 
immediately by not less than 200. 

The Marylebone motion was carried with one dissentient. 


Junior Hospital Staffs 


Dr. A. C. V. JoNes (West Bromwich and Smethwick) 
moved a resolution expressing concern that preference was 
being given to teaching hospital registrars in appointing 
consultants and senior registrars. This policy had seriously 
affected the recruitment of registrars to the non-teaching 
hospitals, with an ultimate threat to their efficiency and to 
the comprehensive training of registrars. His Division asked 
the Council to seek a remedy. The practice was also bad 
for the teaching hospitals, because it kept their staffs within 
their own walls. 

Mr. NICHOLSON-LAILEY, while 
of the second half of the 
about the effect of the first 
the aspiring consultants, he said, would wish to 
become registrars and senior registrars in teaching 
hospitals, and the fact of holding such appointments was 
bound to carry extra weight. These men should have 
experience, however, in a peripheral hospital as well as a 
teaching hospital by a system of rotation such as existed 
in some regions, but the cut in the number of senior regis- 
trars had made it difficult to appoint them in peripheral 
hospitals. The regional boards had tried to overcome this 
difficulty, but had not bothered to do so with the registrars. 

Dr. H. N. Mites (Worcester and Bromsgrove) said that 
the best way for an aspiring specialist to learn his job was 
to do it “standing on his own feet” in a non-teaching 
hospital, and experience of this kind should be regarded 
as an advantage. 

Dr. H. J. Browne (North Staffordshire), supporting the 
motion, said that the route to consultant status should not 
lie only through registrarship in a teaching hospital, or the 
non-teaching hospitals would be left without any registrars 
at all. One solution would be for a registrar to spend a 
certain amount of his time in non-teaching hospitals. Con- 
sultant appointments should be made by local people, with 
reference to a central body. 

Mr. A. STAVELEY GoUGH (West Herts) said that, while™ 
preference had always been given to registrars from teaching 
hospitals, there had not in the past been an absolute policy 
of that sort involving complete exclusion. Every appoint-_ 
ment committee had to give preference in the sense that 
anybody appointed was assumed to have been selected for 
special qualities, but teaching hospitals, in the appointment 
of registrars, had occasionally been influenced by some 
member of the appointments committee with forceful views, 
and the man appointed was not necessarily the best man. 
Since it was impossible to become a consultant without 
being a senior registrar at a teaching hospital, it was almost 
impossible to get a reasonable selection of registrars, at the 
peripheral hospitals, and this might eventually lead to a 
complete breakdown in the hospital system. 

Dr. V. CoTTON-CORNWALL (Liverpool) said that large non- 
teaching hospitals in the main cities, as well as the peri- 
pheral hospitals, were having difficulty in finding registrars. 
He thought that all registrars should put in a period in 
non-teaching hospitals as well as teaching hospitals. 

Dr. ALEXANDER SMITH (Lanarkshire) said that the differ- 
ence of opinion between teaching and non-teaching 
hospitals did not exist in Scotland to the same extent as in 
England. Obviously, the fundamental early training of a 
registrar was better carried out in teaching hospitals, but the 
system of having registrars in teaching hospitals and then 
seconding a senior registrar to a peripheral hospital, where 
there was extremely hard work to be done, had much to 
commend it. 

The motion was carried with one dissentient. 
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Senior Hospital Medical Officers 


Mr. F. OLIVER WALKER (Dartford) asked the meeting to 
express the view that senior hospital medical officers were 
not adequately represented at all discussions concerning their 
terms and conditions of service. There were only two senior 
hospital medical officers on the Central Consultants and 
Specialists Committee, out of a total of 72 members, and 
those two were part-time men. Part of the trouble was that 
regional committees sent only two representatives each. The 
senior hospital medical officers were highly qualified men 
and women and some had very little chance of ever becom- 
ing consultants. 

Mr. J. C. McMAsTER (West- Somerset) said that senior 
hospital medical officers were among the worst paid people 
in the profession for the responsibilities which they were 
asked to carry. Pay, at the top grade, was not much more 
than half that of the consultants, whereas in many areas the 
work done by the two classes did not differ materially. 

Dr. W. Woo.LLey (Bristol) asked how the figure of two 
S.H.M.O.s on the Central Consultants and Specialists Com- 
mittee compared with the number of consultants and 
specialists thereon. What were the respective numbers in the 
country ? 

Dr. ROWLAND HILL replied that there were about 6,000 
consultants and about 1,500 S.H.M.O.s in the country. 

The setting up of machinery to negotiate on behalf of 
all the numerous grades in the hospital service was a ‘most 
intricate and complex matter. He asked that the matter be 
referred to the Council for its consideration of the whole 
of the machinery by which Selection of representatives was 
undertaken. It was not possible to have sectional representa- 
tion. The object of the machinery was to pick six of the 
best and most statesmanlike negotiators who could be trusted 
to negotiate effectively for probably half a dozen different 
grades at a time. 

Dr. E. VirRGINIA SAUNDERS-JacoBs (Woolwich), quoting 
the Council’s conclusion in the Supplementary Report that 
S.H.M.O.s were undergraded, asked that the matter be taken 
up by the Council with the Ministry and that, if no success 
resulted, it should be pursued by any means within the 
Council’s power. Had the S.H.M.O.s been better represented 
at the beginning they might have done some of the hard 
work themselves. 

Mr. H. H. LANGsToN (Council) said that the motion 
would further complicate the already involved machinery 
by necessitating an electoral machinery for S.H.M.O.s. He 
asked that the matter be referred to the Council. 

Mr. OLIverR WALKER said that the figures of 6,000 con- 
sultants and 1,500 S.H.M.O.s represented a proportion of 
1 in 4 and urged that there should be proportional repre- 
sentation on that basis. The matter was a serious one and 
had been brought up many times. He asked for an immedi- 
ate settlement rather than that it should be once again 
referred to the Council while those it involved continued 
to smart under what they rightly considered to be an 
injustice. 

The motion was carried. 


Whole-time Officers 


Dr. ROWLAND HILL, in moving the part of the report relat- 
ing to whole-time officers, said that at the Cambridge 
meeting the Representative Body in 1948 had provided for 
the setting up of a Central Cc 1sultants and Specialists Com- 
mittee and its regional committees. The regional committees 
elected representatives to sit upon the Central Committee 
in London. The main object was that consultants and 
medical staff should speak with one voice. Bitter experience 
had shown how necessary that was. An agreement had 
been entered into a few years ago with the Royal Colleges 
in England and the Scottish Royal Medical Corporations to 
form a Joint Committee to be entrusted with all the negotiat- 
ing with Government departments. The six members of 
the Central Committee had to speak for everybody, and it 
would be hopeless to expect sectional representation for all 
the different branches of the profession. They were elected 


by ballot. At one time an effort had been made to divide 
them into teachers and non-teachers, roughly half-and-half, 
but even that had had to be abandoned. It was necessary 
to select those who would be best negotiators, and such 
people were not too easily found. It was most important to 
preserve unity in the eyes of the authorities, and it was 
dangerous to show anything which indicated a division of 
interests. 
Dr. D. S. Greic (Stirling) moved: 


That this meeting calls upon Council to promote the interests 
of whole-time hospital officers by endeavouring to secure for these 
officers full and direct representation on Whitley Committee “ B.”’ 


Of the 16 members on the staff side, 15 were part-time 
members. The sixteenth was a whok-time professor of 
pathology working in London. Whole-time officers had 
three main grievances. The first was the failure to imple- 
ment what had been expected in 1948 : payment for domicili- 
ary visits. These often involved awkward journeys and 
considerable expenditure of time. Some regional boards had 
started paying for such visits, but the payments had subse- 
quently been withdrawn. The second grievance related to 
motor-car allowances. In 1948 the basic payment was £50 a 
year for the maintenance of a car, and a mileage allowance 
over and above that. In 1952 the Whitley Committee “ B” 
staff side had allowed that to be withdrawn—a decision 
which had been accepted under protest. The third grievance 
related to the lack of income-tax reliefs. 

Dr. D. L. Gutuick (East Herts) pointed out that the 
Stirling amendment referred to the securing of “full and 
direct representation on Whitley Committee ‘ B’ ”—presum- 
ably without intermediary action on the part of the Central 
Committee—whereas the Dorset. amendment called for 
“reasonable representation,” presumably meaning through 
existing channels. It would appear that to secure “ full and 
direct ” representation would add considerably to the difficul- 
ties of the Central Consultants and Specialists Committee, 
and therefore the motion should be rejected. 

Dr. V. CoTTON-CORNWALL (Liverpool) said that the whole- 
time consultants were very appreciative of the efforts 
made on their behalf by the Whitley Committee “ B” staff 
side, and moved by way of further amendment : 


That this meeting welcomes the action of the staff side of 
Whitley Committee “‘ B ” in consulting the representatives of the 
whole-time specialists and urges that this be continued and that 
whole-time specialists should have reasonable representation on 
the Whitley Committee “‘ B.” 


The Deputy CHAIRMAN (Dr. Ian D. Grant) said that if the 


~ Stirling amendment were carried it then became a sub- 


stantive motion. In that event the Liverpool amendment 
to that motion could be considered. It was necessary for 
representatives to confine themselves to the Stirling motion 
without any alteration. 

Dr. K. C. BamLey (West Somerset) suggested that all the 
trouble in the past had arisen because the whole-time officer 
had not had the confidence which he should have had in his 
negotiators. Although he had disagreed with Dr. Rowland 
Hill on many occasions, he desired to support him on the 
matter under discussion because he appreciated the difficul- 
ties of negotiating with the management side if sectional 
representation were made. Nevertheless there was a great 
deal to be said for the whole-time officers having better 
representation. 

Mr. A. LAWRENCE ABEL (Marylebone) supported what 
Dr. Rowland Hill had said. The whole-time consultants, 
he said, were on exactly the same footing as the part-time 
consultants in so far as they could elect representatives 
to serve on the Central Consultants and Specialists 
Committee. 

It had been said that whole-time officers numbered 40% 
of the total number of consultants, therefore the whole-time 
officers must number about 2.000 or more, but their associa- 
tion membership was only 400. Therefore, it would appear 
that they had not much confidence in their owh association. 
Those who attended the meetings had all sectional interests 
at heart, and-had spent a great deal of time arguing tHe case 
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for the whole-time officers. If the amendment by Stirling 
were passed it would make a further split in the consultant 
ranks. 

Mr. H. H. LaNGcston (Council) described what took place 
at one of the first meetings he attended when matters con- 
cerning whole-time officers were discussed at the Whitley 
Committee. There had been agitation for whole-time officers 
to have a full hearing, and it was arranged, the management 
side agreeing, that four whole-time officers should join the 
staff side and present their case. All the matters raised by 
the Stirling amendment were put to the Ministry by the 
whole-time officers, they were duly considered, and 
the management side then said that they had heard it 
all put very ably before and the answer was still in the 
negative. 

Dr. J. A. PripHaM (Dorset) said that speakers pointed out 
that the whole-time officers were not getting adequate repre- 
sentation, and now that Dr. Rowland Hill had given an 
explanation representatives would realize that it was a very 
good thing that the matter was ventilated, for in that manner 
a great deal of what was desired had been achieved. 

Dr. D. S. Greic (Stirling) in reply, pointed out that at 
the meeting in May, 1953, three or four whole-time officers 
attended and they were undoubtedly very impressed by the 
able negotiation conducted for the regular members of the 
staff side of Whitley Committee “ B,” but in his view they 
should have been there as of right and not simply as a 
concession. “I cannot see,” he concluded, “ that having a 
matter of three or four members who are full-time officers 
on the Whitley Committee ‘B’ would split the Committee 
at all. It would simply strengthen it.” 

The Stirling amendment was lost. 

Dr. CoTTON-CORNWALL (Liverpool) then formally moved: 

That this meeting welcomes the action of the staff side of 
Whitley Committee “‘ B”’ in consulting the representatives of the 
whole-time specialists and urges that this be continued and that 
whole-time specialists should have reasonable representation on 
the Whitley Committee “ B.” 

Dr. ROWLAND Hit said that a similar sort of thing had 
happened before with other branches of the profession, and 
if it continued the Whitley Committee “ B” would grow to 
be a brontosaurus having permanent members from all 
branches. However, in general terms, if it were understood 
that the same provision would apply in the future as had 
applied in the past, he could accept the amendment. 

The Liverpool amendment was carried. 


Legal Actions 


Several motions were on the agenda expressing concern 
at the increasing litigation against doctors. East Norfolk 
asked Council to set up an inquiry committee ; Wembley, 
to examine the present legal procedure with a view to 
recommending some other method of determining cases 
imputing professional negligence ; Reigate, to strengthen the 
B.M.A. organization in the medico-legal field. 

Dr. A. J. R. F. JoHNson (East Norfolk), referring to the 
increase in litigation, asked what was the reason. Was it 
that the friendly relations between doctor and patient had 
deteriorated ? Was it because the friendly relations. between 
hospital and patient had deteriorated, or was it because it 
was easier to get free legal advice nowadays ? “I refuse to 
believe,” he said, “that it is because of any deterioration in 
the skill and care exercised by doctors.” There was, how- 
ever, not the slightest doubt that the matter must be investi- 
gated, and he therefore asked the meeting to support the 
motion. 

Dr. J. A. Gorsky (Westminster and Holborn) said that, 
whilst he was in sympathy with the East Norfolk motion, 
he felt that it was not a matter for the Association to inquire 
into. There was the Joint Consultative Committee of the 


three Protection Societies which had joint consultation with 
the Central Consultants and Specialists Committee and, if 
necessary, with the General Medical Services Committee. 
There was, however, a matter of principle involved. 

The increase in litigation was due to the facility of legal 
aid, and until the people who received legal aid were made 


liable for the costs if the cases did not succeed then litiga- 
tion would continue. It was a medico-legal matter which 
should be left to the experts. 

Dr. L. A. Grppons (Council) said there were two points 
at issue, the first of which was the professional medical wit- 
ness. The only means of confounding the professional 
medical witness was to have a panel of specialists who were 
willing to attend the court and to give the recognized views 
of the profession. 

The second point concerned free legal aid. He understood 
on good authority that the medical defence societies were 
settling cases out of court purely from the financial point 
of view, the reason being that if the doctor won his case 
the society would still have to pay the costs, which might 
amount to £250, whereas they might settle out of court for 
£30 or £40. That was a grave injustice, and therefore the 
motion should be supported. 

Dr. ALISTAIR R. FRENCH (Harrow) disagreed with the 
previous speaker and said that he knew at least one of the 
defence bodies which never had regard to financial con- 
siderations when deciding whether the reputation of a mem- 
ber of the profession was at stake and should be vindicated, 
and which never made an insurance policy nuisance pay- 
ment to avoid spending money at the expense of a doctor’s 
reputation. 

Dr. RoBert Forses (Hendon) said he had been unhappy 
to hear the suggestion that protection societies chose the 
easy way out of settling cases out of court when that seemed 
cheaper than defending the case. That was wholly untrue. 
The policy of the body with which he was associated was to 
defend the interests of the doctor if there was a possible 
defence to offer, but there were occasions when there was no 
suitable defence and it was in the interests of the doctor that 
the matter should be settled out of court. 

The recent upsurge of litigation had resulted partly from 
the Legal Aid Act and partly, perhaps, from the altered 
relationship of the public to their local hospital, which 
they no longer regarded as “our” hospital but as a State 
hospital, so that if they suffered some mishap they looked 
to the State for compensation. There was also the attitude 
of “ Let’s have a go, it can’t cost us anything.” So far as 
the motion was concerned, he suggested the matter was 
already being dealt with by a subcommittee of the Central 
Consultants and Specialists Committee and should be left 
in their hands. They had presented an excellent report on 
the situation. 

The East Norfolk motion was lost. 


Proposed Strengthened Organization in the Medico-legal 
Field 


Dr. J. H. LANKESTER (Reigate) moved that the Associa- 
tion should strengthen its organization in the medico-legal 
field. In the past, he said, it had left legal matters of this 
kind to the defence societies, but in view of recent cases it 
was no longer right that it should dissociate itself entirely 
from medico-legal matters. The method of implementing 
the motion should be left to the Council. 

Dr. Fores asked for some definition of what was meant 
by strengthening the organization in the medico-legal 
field. 

Dr. LANKESTER said it was undesirable to tie the Council 
down, but he thought that the Association should have a 
medico-legal committee representing all branches of the pro- 
fession. There was no desire to criticize or to usurp the 
functions of the defence societies, but they were concerned 
with the defence of individuals, whereas matters of such 
general importance might be raised, that it would become 
important to establish some principle. 

Dr. Gorsky asked whether, as the East Norfolk motion 
had been lost, it was in order to include in the Reigate 
motion the setting up of a committee. 

The CHAIRMAN ruled that the Reigate motion was in order 
in the form of a general reference to Council to look into 
the matter. 

Dr. Forses, who admitted he had a vested interest 
in the matter, suggested that the motion was totally unneces- 
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sary. There were organizations already in existence which 
had over seventy years’ experience, run by members of the 
medical profession. If the Council set up a collateral 
organization it would mean that a new and inexperienced 
body would be embarking on this matter. It might well be, 
he thought, that the constitution of the Association pre- 
cluded it from dealing with the subject. 

Dr. Dain, looking at the matter from the point of view of 
the Association, recalled that a long discussion on the sub- 
ject had taken place six years ago, and it had then been 
decided that it was not the business of the B.M.A. to under- 
take the defence of individual members. It wéuld mean 
setting up a new organization of a legal character to do 
the work now done by organizations set up for that purpose 
which had a long experience of it. 

Dr. R. P. Liston (Council) moved as an amendment 
“ That this meeting has complete confidence in the organi- 
zations already set up to safeguard our interests.” 

Dr. C. P. Wa.tace (Guildford), while supporting the 
amendment, did not think that it ruled out the motion. 
They had absolute confidence, he said, in the work of the 
defence societies, but at the same time a situation had arisen 
which demanded the attention of the Council—namely, the 
increasing litigation due to the principle recently enunciated 
by which a qualified medical practitioner who used his skill 
and judgment could be held to be liable in law although 
there was no evidence of negligence. Doctors were human 
and therefore liable to err, but if they did their best they 
should not be held liable in law. He thought that the 
Council should inquire into the matter. 

The amendment moved by Dr. Liston was carried. 


Medical Evidence in Courts of Law 


Dr. A. G. HERON (Bristol) moved to instruct the Council 
to investigate the merits of the various ways in which 
medical evidence may be given and assessed in courts of 
law. 

His Division was seriously disturbed by the recent trend 
in cases, both local and national, in which medical evidence 
seemed to be unsatisfactory. Some medical witnesses 
seemed to show bias in favour of the side by which they 
were called, even to the extent of didactic statements as 
to what signs must have been present in a case which the 
witness had never seen. It was surely wrong that medical 
evidence should be given with a bias. A consultant in 
psychological medicine, writing in last week’s Observer 
about the M‘Naghten Rules, had spoken of “ending that 
unedifying spectacle, the battle of the experts, whereby 
psychiatrists pop up like puppets on every side of the court 
to contradict each other’s interpretations and confuse the 
jury and perhaps the course of justice.” Such happenings 
hindered rather than helped the course of justice, said Dr. 
Heron, and exposed the profession to popular disfavour 
and sometimes even ridicule. The Council was asked to 
investigate means, possibly in co-operation with the legal 
profession, of altering that unsatisfactory and unsavoury 
situation. 

Dr. ALISTAIR R. FRENCH (Harrow) said it was difficult 
to see exactly what the movers of the resolution had in 
mind by “merits of the various ways in which medical 
evidence may be given and assessed.” That presumably 
meant civil actions—tort, negligence, claims for damages— 
in .which expert medical evidence was essential for the 
assistance of the judge and jury (if any). That was the 
system of law in this country of which all were justly 
proud and which had been, incidentally, the envy of the 
whole world for many years. It was therefore essential 
that medical evidence should sometimes be called in order 
to help the judge to appreciate technical matters which were 
outside his learning and understanding. So far as giving 


other kinds of evidence was concerned, there was only 
one way. Witnesses took the oath to tell the truth, and 
were tested by the well-proved device of cross-examination 
to detect whether bias had entered into an expert opinion 
given by an expert witness. It was therefore inappropriate 
to burden the Council with a charge to alter those ancient 


rules. That, in any event, was a matter for the Lord 
Chancellor in relation to the rules of the Supreme Court. 
Those could not be altered by anything short of an Act of 
Parliament promoted by the B.M.A., and members ought 
to consider well whether that was a practical proposition 
in any case. 

Dr. W. Woo Ley (Bristol) said that the resolution did 
not intend to suggest that doctors gave false evidence. It 
was, however, felt that everything in the world was in a 


process of evolution, nothing being static, and medicine - 


had become so involved that it was worth while consider- 
ing sometimes whether the old methods were right for the 
present day. He was not himself prepared to answer that 
question, but wondered whether the matter had ever been 
considered in that light by any authority, legal or other- 
wise. It did not seem to redound to the credit of the pro- 


fession that, when a doctor was asked by both sides to' 


give evidence and it happened that he did so for the side 
which asked first, one man’s evidence could be used by 
two completely opposing sides. The resolution was aimed 
at helping Her Majesty’s judges. Many of the things said 
by so-called medical experts were expressed in such jargon 
that even other medical men could not understand them. 
It was, therefore, difficult to see how judges could be 
expected to do so. ; 

Dr. J. S. M. Orv (Glasgow) objected strongly to the 
reasons expressed for the motion. A doctor giving evidence 
was required only to describe the tests he had applied, 
the results of the tests, and his opinion based thereon. “I 
consider that if we pass this motion we are passing a vote 
of censure on ourselves,” he concluded. 

Dr. K. C. BamLey (West Somerset), speaking as a psychia- 
trist, said it seemed that the evidence given by psychiatrists 
suggested that they knew more of what they -were talking 
of than Bristol did in its resolution. In any case, in order 
to change the law application was made to a local Member 
of Parliament in the first instance and not to the Council 
of the B.M.A. 

Dr. A. G. HERON (Bristol), in reply, said that the reso- 
lution put quite simply and plainly what must be felt by 
many of those present; that the situation was not satis- 
factory. That that was also being felt by the lay public 
was exemplified by articles appearing in the Press. 

The Bristol motion was lost. 

Dr. P. Topp (Southampton) urged Council to continue 
its efforts to seek a solution to the problem of recent legal 
actions affecting casualty officers. 

Dr. R. G. GrBson (Council) said.that everybody had 
been worried about the position of the casualty officer. It 
was quite wrong that these young men, who were doing 
the best that they could in their jobs, should “run the 
risk of attack by any-Tom, Dick, or Harry who, with his 
expenses paid, felt that he would like to have a go at 
the casualty officer.” (Applause.) No new organization 
or committees were needed but there should be an assur- 
ance from the Consultants and Specialists Committee that 
not only was the matter being looked into now but would 
continue to be looked into so that the position of these 
young men and others like them should be constantly under 
review. 

Dr. ROWLAND HILL said that he would give that assur- 
ance. That need had been anticipated, and some six weeks 
ago the Central Consultants and Specialists Committee 
had recommended that the position of the casualty officer 
should be discussed with the Ministry of Health. The 
Committee’s recommendation had been accepted by the 
Joint Committee and the necessary machinery for discus- 
sion with the Ministry had already been put in motion. 

Dr. ALisTaiR R. FRENCH (Harrow) said that recent cases 
had shown that there was a heavy responsibility on casualty 
officers in some circumstances. They were frequently alone 
in hospital, concerned with an unusual and puzzling case, 
and had no access to a senior officer. If they were to 
be asked to undertake that responsibility they should be 
given the appropriate remuneration. Perhaps some might 
be upgraded to registrar grade. 

The Southamption motion was carried. 
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Dr. R. P. HENDRY (Rugby and South Warwickshire) 
moved: 

That this meeting (1) bearing ever in mind that medicine is 
not an exact science and that clinical phenomena never follow 
rigid laws, (2) asserts that medical practitioners should not be 
held responsible (and liable for damages) on account of an 
incorrect diagnosis, provided that reasonable care and attention 
have been given and no negligence has been proved, and (3) urges 
that steps should be taken to re-establish this principle. 


The matter was one which affected the whole profession 
—general practitioners and, to a lesser extent, public health 
people being involved as well as consultants. It was 
necessary to explain to the general public the difficulties 
which existed in making a correct diagnosis. Doctors knew 
them only too well, but it was important that they should 
be brought to the attention of the lay public. 

“You can never say ‘always’ and you should always 
avoid the use of the word ‘ never’ in medicine,” he said. 

The motion was carried. 


Diagnostic and Ancillary Facilities 


Dr. J. M. ALSTON (City of London) moved that the Minis- 
try of Health be urged to supply means for pathological 
laboratories and radiological departments in hospitals to 
give direct service to general practitioners. 

There was no doubt that efforts were being made to meet 
the need which existed. In his own area, he said, arrange- 
ments had been made for pathological specimens to be 
taken and sent to doctors practically every day of the week, 
but the limit of what could be done had now been reached. 
The service for providing these facilities, which the Ministry 
and regional boards had asked for, now needed active 
arrangements in order that it might be carried out as 
everyone would like it to be done. 

Dr. F. M. Rose (Preston) said he had been very heartened 
three weeks ago at the Local Medical Committees’ confer- 
ence to hear the Minister declaring that he was in favour 
of the facilities in question being provided everywhere for 
general practitioners as of right. Such facilities had been 
available in his own area for a long time, said Dr. Rose, 
although there had sometimes been a battle to maintain them. 
There were difficulties in other areas, however, and some- 
times other branches of the profession had not given the 
help that was hoped for. The regional boards had varied 
a good deal in their attitude to the matter, and in some 
areas absolutely fresh provision would have to be made, 
particularly in teaching-hospital areas. 

The motion was carried unanimously. 

Dr. H. F. Morrir (North Glamorgan and Brecknock) 
moved that general practitioners should have direct access 
to hospital physiotherapy departments where such arrange- 
ments existed prior to the National Health Service. 

Dr. ALSTON (City of London) moved an amendment the 
effect of which would be to open physiotherapy departments 
to the whole country instead of only where such arrange- 
ments existed prior to the N.H.S. In so doing he maintained 
that there was nothing less that was really of value. There 
was no use taking two bites at it. It was desirable that 
physiotherapists should show willingness to do it and that 
the Ministry should provide the service everywhere. 

Dr. A. G. HERON (Bristol) seconded the amendment. The 
reason, he said, for emphasizing the matter was that it took 
weeks to get physiotherapy for a patient. For some reason 
or other the consultants were “sticky” about it. At a 
meeting of a rehabilitation subcommittee the matter was 
brought up and the sister in charge of a big physiotherapy 
department in Bristol expressed her willingness to try it 
out as an experiment, because she felt it would be very 
valuable ; but it got no farther. Therefore he hoped that 
the amendent would be supported. 

Mr. H. H. LANGSTON (Winchester) said that all consultants 
would heartily support the motion which advocated free 
access to diagnostic aids, but that which was proposed was 
rather different and would not be acceptable to any hospital 
board or management committee. The treatment given in 
hospital must be-given by people who were on the staff of 


that hospital. In his view the movers of the motion were 
living in the past, when physiotherapy was dubbed the “ slap- 
and-tickle trade.” Those days had gone. Expensive appa- 
ratus was now used, and it was as inappropriate to suggest 
that people not on the staff of a hospital should prescribe 
physiotherapy as it was to suggest that they should prescribe 
radiotherapy. In the majority of hospitals a position was 
developing in which physiotherapy was only prescribed by 
a member of the staff who specialized in physical medicine. 

Dr. A. TALBOT ROGERS supported Mr. Langston. He was 
in favour of the general practitioner having every access to 
hospitals for diagnostic aid and physiotherapy, but that 
which Mr. Langston had said was perfectly true. The 
general practitioner could send his patients up to the hos- 
pital physiotherapy department and suggest the treatment 
which he would like carried out, but unless there was some- 
body there to watch over that treatment the patients would 
never get taken off it. If the physiotherapy departments 
were to have a good turnover and be used to the best 
advantage of the greatest number of patients, it was essen- 
tial that someone should take responsibility for the work 
carried out. It might be necessary to increase the number 
of posts available in those departments, and in his view 
many such posts could well be filled by properly trained 
men who were also part-time general practitioners. 

Dr. ALSTON, in reply, said that in moving his amendment 
he had in mind the larger hospitals where the physiotherapy 
department was in the charge of a medical specialist in 
physical medicine. The general practitioner would send 
his patients to him in the same way as he sent them to 
the pathological department. 

The amendment was carried, but the North Glamorgan 
motion as amended was lost. 


Fees for Lectures to Nurses 


Dr. ALSTON (City of London) moved to request the Minis- 
try of Health to order that fees for lectures by doctors to 
hospital nurses should be paid on the scale agreed retro- 
spectively to July, 1948. The purpose of the motion, he 
said, was to put pressure on the Ministry of Health to do 
for the whole country that which a small number of 
management committees were permitted to do already. 

Dr. ROWLAND HILL pointed out that the present fees paid 
to hospital staffs for lectures to nurses represented the 
result of some long bargaining in the Whitley Council, and 
in his view it was not practical politics to go back and say 
that the bargain was unsatisfactory. ad , 

It was agreed to pass to the next business. 


Domiciliary Consultation Arrangements 


Dr. ROWLAND HILL said that since the publication of 
paragraphs 83 and 233 of the Annual and Supplementary 
Reports of Council conversations with the Ministry had 
reopened and the Joint Committee had informed the Minis- 
try of the desirability of withdrawing the inclusion of the 
diagnosis in the model form of domiciliary consultation 
certificate. The matter was still under discussion. 

On a motion by Enfield and Potters Bar, moved formally 
in the absence of the representative, calling for fees to be 
payable to whole-time consultants and specialists for domi- 
ciliary visits, Dr. ROWLAND HILL said that the Joint Com- 
mittee were of the view that, where the Central Committee 
of Consultants and Specialists felt that in any particular 
instance it could be shown that domiciliary consultation 
had to be carried out by whole-time consultants in excess 
of their full-time duties, they should be paid for it. It was 
not practical politics, however, to insist that all domiciliaries 
carried out by whole-time consultants should be paid for in 
addition to the whole-time salary. 

It was agreed to pass to the next business. 


Hospitals and their Staffs 


Dr. ROWLAND HILL, in moving approval of the remainder 
of the report under “Hospital and ConsuJtant Services,” 
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said that the public should realize that throughout the past 
year the hospital medical staffs of this country had ‘felt 
how enormous were the difficulties which confronted them 
and the Government in expanding the hospital services as 
they needed to be expanded, because of financial difficulties. 
Hospital staffs wished to help the authorities by expert 
advice in providing adequate services, and felt that the 
Ministry of Health could have made much better use of 
their advice. If the medical profession was consulted more 
systematically on the organization and development of the 
hospital services economy as well as efficiency would be 
achieved. Improvements in that direction in the public 
interest were urgently needed, particularly in view of the 
fact that the cost of the hospital service was about three- 
quarters of the whole cost of the Health Service. 

The country was facing great risks now that the hospitals 
and their staffs were in the front rank of the political con- 
flict. If that conflict developed more intensely in the direc- 
tion of introducing a whole-time salaried service the hospital 
service would be the first to be affected. The trend of recent 
debates in Parliament showed that the danger existed, and 
the Minister of Health had tried to appease the Opposition 
by stating that the whole-time consultants had been increas- 
ing more rapidly than those in part-time posts. The Asso- 
ciation had obtained from the then Minister of Health an 
undertaking when the Service was instituted ‘that a whole- 
time salaried service would be introduced only by the de- 
liberate decision of Parliament, but there was a danger of 
its introduction by a process of insidious development unless 
great vigilance was exercised. 

The public were ill served by the present inefficient 
methods of hospital finance and it was to be hoped that 
these would be improved. There had been recently an un- 
fortunate trend in press comments in the direction of empha- 
sizing that the public had been getting a “ raw deal” in the 
hospitals, particularly by out-patients being made to wait 
a long time and not being told enough about their condi- 
tion. Hospital doctors had been portrayed as inhuman 
scientists, In fact consultants by tradition felt as strong a 
sense of duty as anyone else towards the general welfare of 
their patients, but considerate treatment of patients was not 
the whole story. Technical and professional efficiency must 
be maintained at the highest levels ; humane treatment alone 
was not enough. 


Constitution of Central Committee 


A motion stood in the name of the Sheffield and Derby 
Divisions asking the Council to consider the re-formation 
of the Central Consultants and Specialists Committee so that 
it should be composed of part-time and whole-time consult- 
ants in the same proportion as in the National Health 
Service. 

Dr. E. C. DAwWSoNn, in moving, said that a section of the 
whole-time consultants understood the difficulties which 
the Committee faced in negotiating on their behalf, though 
they felt that there were ways of overcoming some of the 
difficulties. There had, however, been some resignations 
from the Association. 

Dr. W. E. Dornan (Sheffield) said there was a growing 
conviction on the part of some of the whole-time consult- 
ants that they were not getting a square deal from the 
Committee. Personally, he did not think there was much 
reason for this, but an overhaul of the constitution of the 
Committee was overdue. 

Mr. J. C. MCMASTER (West Somerset) hoped that the 
motion would not be accepted. It would be impossible, 
he contended, to secure the representation of every section 
of the consultants by a system of proportional represen- 
tation. 

Dr. ROWLAND HILL remarked that as the motion merely 
asked the Council to consider the matter he would be 
prepared to accept it. 

Dr. Gutuick hoped that the motion would not be 
accepted on a point of principle, since it involved the appli- 
cation of proportional representation. 


Dr. ALEXANDER SMITH said that in Scotland there were 
no difficulties of the kind which had been referred to, and 
men were appointed simply because they were capable. 

The motion was lost. 


Part-time Consultant Posts 


Dr. A. C. V. Jones (West Bromwich and Smethwick) 
moved: 

That the Representative Body of the B.M.A. observes with 
concern that vacant part-time consultant appointments are not 
being advertised, and are filled by seconding existing whole-time 
consultants to them, and asks the Council to consider the pro- 
priety of such policy and its ultimate consequences. 

There was, he emphasized, no disunity in their ranks on 
this matter. Without changing the present regulations, how- 
ever, the regional board could eliminate part-time consult- 
ants and replace them by full-time men. This in turn would 
make possible the direction of consultants, which would 
soon be followed by the direction of general practitioners 
as well. The profession must unite to defeat this action by 
regional boards. 

Dr. E. C. WARNER (Marylebone) strongly supported the 
motion, and mentioned that in the last few months the habit 
to which it referred had been creeping into the Metropolitan 
Region. It was the thin end of the wedge, and if unchecked 
would lead to a full-time salaried service of consultants. 

The motion was carried. 

Waiting-lists 

Dr. R. P. Henpry (Rugby and South Warwickshire) 
moved: 

That a recommendation (not a “ directive ’) be issued by each 
regional hospital board to the effect that the dependants of 
Service personnel (and possibly of others) who are posted from 
area to area when on civil hospital waiting-lists be sympathetically 
reviewed on arrival in the new area, and the time already on a 
waiting-list, both in-patient and out-patient, be taken into 
consideration. 

The motion was carried. 

Mr. HucH Carson (Birmingham) moved to request the 
Council to investigate the long wait for appointments at 
hospital out-patient departments, and the long wait by 
general practitioners for reports on patients, and to make 
recommendations to remove the difficulties. In many 
hospitals, he said, the delay in obtaining appointments was 
due to lack of adequate out-patient accommodation, while 
the delay in submitting reports on patients was often due 
to inadequate clerical facilities, both arising from the present 
financial stringency. 

Dr. J. A. BRowN (Birmingham) said they were sick and 
tired of the usual excuses for these delays, and must keep 
on hammering away until something was done. 

The motion was carried, and this concluded the business 
under “ Hospital and Consultant Services.” 

The meeting rose at 6 p.m. 


Saturday; July 11 


The meeting reassembled at 10 a.m., Dr. WaND in the 
chair.. It was preceded by a meeting of Council. 

The CHAIRMAN welcomed Sir John McNee, President of 
the Association for 1954-5, who made a brief acknowledg- 
ment and spoke of the arrangements in hand for the 
Glasgow meeting next year. 

GENERAL MEDICAL SERVICES 
Opening Statement 

Dr. A. TaLBot RoGerRs, Chairman of the General Medical 
Services Committee, moved the reception of the parts of 
the Annual Report under “ General Medical Services,” the 
memorandum of evidence submitted by the Council to 
the Committee on General Practice of the Central Health 
Services Council, and the report of the Subcommittee on 
Service Committee and Tribunal Regulations. 

The year had been a busy one. The passing of the 
Working Party report, the implementation of the Danck- 
werts award, and the working out of the details of the 
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administrative implementation of all that had been agreed 
last year had had to be dealt with. Arrangements had 
been made for the payment of the Danckwerts award, 
including arrears of remuneration for general practitioners. 
Detailed administrative orders had been worked out in 
concert with the Ministry to allow of the implementation 
of the Working Party report. Help had also been extended 
to the Ministry with regard to the purge of the lists, which 
was of particular importance now that the profession was 
guaranteed a capitation fee. Work had also been done to 
give effect to the Representative Body’s wish expressed last 
year that everything possible should be done to see that 
the small-list man got his fair share of the available remun- 
eration, and to this end it had been agreed that the G.M.S. 
Committee and the Working Party should study the 
problem further. 

One of the most important subjects which had been 
tackled was the long, detailed, and complicated examina- 
tion of service committee procedure by a subcommittee 
under the chairmanship of Dr. Dain, in which connexion 
discussions had taken place with the dentists and phar- 
macists, who had similar problems with the service com- 
mittees of their professions. The G.M.S. Committee had 
also been entrusted, in conjunction with colleagues from 
other committees, with the preparation of evidence to go 
before the committee of inquiry into general practice set 
up by the Central Health Services Council. Great care had 
been taken to ensure that such evidence would be based 
upon decisions already taken by the Representative Body 
and the Committee. The discussions had been amplified 
by the views of representatives of the Council. Certain 
amendments had been suggested to the General Practice 
Review Committee’s report, some of which would be in- 
corporated in the report to be discussed next year. The 
study of the intake of medical students with particular 
regard to their eventual destination in the profession had 
been of great importance in regard to formulating a long- 
term policy for recruitment and remuneration. Among 
the emergency matters that had had to be dealt with were 
the conditions in the flooded areas. 

The Conference of Local Medical Committees had been 
attended by the Minister of Health, who had made an 
important speech. He had shown considerable understand- 
ing of general practice problems. “He came not to tell 
us what we must do but to ask our co-operation, particu- 
larly in order to get the best out of the Service on what is 
now, and what must continue to be, a limited budget.” 
There had to be a ceiling to what could be spent on the 
N.H.S. as a whole, and once that view had been accepted 
any extravagance or waste in any part of the service meant 
that there would be less to spend on very necessary things 
in other parts. The rising cost of pharmaceutical service 
should be examined with a view to saving money which 
could be used elsewhere, while at the same time giving a 
good service to patients. The Minister had asked doctors 
to exercise discrimination in prescribing. The profession 
had always maintained its right to prescribe what was con- 
sidered best for the patient, so long as the doctor could 
justify his actions to his colleagues on the local medical 
committee. A more exact classification of proprietary 
drugs would be issued later in the year indicating certain 
drugs which had not been shown to have any proved 
medical value, another group for which there were definite 
alternatives, and a further group which should be prescribed 
only where there had been a definite understanding that 
the cost was not excessive. 

On the day after the conference the Committee had dis- 
cussed the Minister’s speech and had noted his approval 
of many things for which the profession had been asking 
for some time—direct access to diagnostic facilities, better 
facilities for domiciliary treatment of patients, and greater 
use of domiciliary consultation being examples. The 
Minister had expressed the view that when a patient was 
sent to hospital the doctor who had sent him should receive, 
without delay, a considered opinion from a senior member 
of the hospital staff, that he should be informed when a 


patient was about to leave hospital, or as soon as possible 
after he had left, and that he should be informed immedi- 
ately if the patient died. “It will be our duty, on your 
behalf, to follow up what the Minister has said and try to 
see that everything which can be done through Ministerial 
pressure is done.” Stock orders and area averages had also 
been considered. A promise had been received that the 


‘ question of stock orders between England and Scotland was 


being investigated. The emphasis all through was upon the 
need for action by doctors themselves so that they might, so 
far as possible, put their own house in order and thus avoid 
disciplinary inquiries. 

Wear and tear and the accident of war had influenced the 
development of the facilities with which the profession could 
give the best possible service to the public. Many doctors 
had done their best in their own practices to improve their 
premises and mitigate these effects. No one better than the 
doctor realized the need for overcoming the housing prob- 
lem, but now that the situation was easier and building 
permits could be more readily obtained the time had come 
to urge doctors to do more for their own premises. It was 
not conducive to the dignity of the profession that doctors 
should have to continue to work under unsatisfactory condi- 
tions, and communications would later on be sent to local 
medical committees on that subject. 

Another factor which had deterred some doctors from 
going ahead was that for a long time many had hoped that 
general practice in the future would be carried out from 
health centres. It was, however, fairly obvious that there 
would be no change in that field for some time. 

In calling for better and brighter surgeries and waiting- 
rooms, he said that if the doctor had to pay for that out of 
his own pocket—and it would mean extra expense for the 
doctor—there was, surely, a responsibility also upon his 
patients to see that they did not tear pages out of periodi- 
cals in the waiting-room, grind sticky sweets into the carpet, 
take cushions, and even carve their initials on the furniture, 
to mention a few cases reported centrally. 

At this point the discussion on the reports was suspended 
to allow, by previous arrangement, for the welcome to the 
overseas representatives. 


OVERSEAS MEMBERSHIP 


Major-General J. C. A. Dowse, Chairman of the Over- 
seas Committee, presented the part of the report under 
“Overseas,” and on behalf of all the home members ex- 
tended a very cordial welcome to the overseas representa- 
tives. (Applause.) The members overseas, he said, rightly 
expected to receive as much attention from the Council and 
from the Representative Body as did the members in Britain, 
and the Overseas Committee endeavoured to provide that 
attention. 

It was with the greatest regret that it had been necessary 
since May last to include the Cyprus Government in the 
“Important Notice.” Not for many years had a British 
Colony been so included. This step had been taken with 
the greatest reluctance after two years of fruitless negotia- 
tions. In the Association’s opinion the medical officers of 
the Cyprus Government were grossly underpaid. The 
Cyprus Government had rejected the representations which 
had been made and had shown a certain truculence in its 
attitude to the medical profession in general and the B.M.A. 
in particular, so that there had been no alternative but to 
include it in the “ Important Notice.” 

A Branch of the Association had now been formed onthe 
Gold Coast, a territory which was undergoing rapid consti- 
tutional advance. It was most important that the medical 
profession there should have strong and influential repre- 
sentation. They were very grateful to Mr. Ian Fraser for 
visiting the Gold Coast to assist in forming the Branch, 
and for his excellent report. 

This year the Royal Commission in East Africa had been 
appointed as a result of a suggestion by the Kenya Branch. 
They would all wish to send their greetings to the members 
of the Association in Kenya and to express the hope that 
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they would come successfully through the troublous times 
which they wege experiencing. (Applause.) Throughout 
the year the Committee had continued their negotiations 
with the Colonial Office and with Colonial Governments on 
behalf of the overseas Branches, and a detailed report would 
be presented to the Overseas Conference. There were many 
problems facing the profession overseas, and they would 
continue to receive the closest attention. 

Dr. W. J. S. WiLson (Jamaica) read a telegram from the 
Jamaica Branch, received that morning, sending greetings 
and good wishes to the Annual Meeting and grateful thanks 
for all the help received from Headquarters. The Jamaica 
Branch, he said, was the oldest Branch of the Association 
outside the United Kingdom, and was very grateful for all 
the help which it received from the parent body ; whatever 
they asked for they got by return of post. They were 
particularly grateful to Dr. Grey Turner and the secretariat. 
The Jamaica Branch had now been recognized as the sole 
negotiating body on behalf of the medical profession in 
Jamaica. This was something for which they had been 
struggling for years, and their efforts had received great 
impetus from Dr. Grey Turner when he visited the West 
Indies a few years ago. 

As secretary of the Caribbean Council of the Association 
Dr. Wilson thanked the Association and the Council in 
particular for their help, financial and otherwise, in the 
formation of that Council, and he recalled with particular 
gratitude the visit of Dr. Guy Dain and Dr. H. B. Morgan 
in 1951. 

Dr. K. V. ApDALJA (Kenya) brought greetings from the 
Kenya Branch. The Kenya Branch, he said, con- 
tained both European and Asian members, in private prac- 
tice and in Government service, who worked together in 
complete co-operation and friendliness. So far there were 
no African members, because there were no African doctors 
with registrable qualifications, but the African doctors who 
were trained in Uganda played a very useful role in the 
Government service, and they hoped before long to have 
African doctors as full members and to have the same 
cordial relations with them. Kenya was a young 
Colony which had made wonderful progress under British 
rule. At the moment the Mau Mau troubles were interrupt- 
ing its progress, and the annual dinner of the Kenya Branch 
had had to be cancelled because one of their lady members 
had been brutally murdered, with her husband and child, 
but they hoped that before long normal conditions would 
be restored, and that the spirit of co-operation which existed 
between various races in the medical profession would be 
copied by others. 

Dr. R. J. Grove-Wuire (Malaya) expressed appreciation 
of the work of the Overseas Committee and said that nego- 
tiations on the salaries of officers in the Government service 
in Malaya were making considerable progress. The Malaya 
Branch was becoming increasingly representative of all the 
communities in Malaya, and had a considerable majority 
of Asian members. All its meetings were characterized by 
the greatest inter-racial harmony. Conditions in Malaya 
generally were improving, but it would be some time before 
there could be a return to normality. The emergency had 
not, however, interfered with the work of the Branch, the 
membership and influence of which were increasing. 

Dr. T. K. Wittiams (Canterbury Division, New Zealand) 
brought good wishes from New Zealand and expressed the 
gratitude of himself and his colleagues for the hospitality 
they had received. At this point the CHAIRMAN expressed 
the regret of the Meeting that Mr. H. K. Pacey, the repre- 
sentative of the New Zealand Branch, had been prevented 
by illness from attending. 

Dr. J. G. Hunter (Federal Council of the B.M.A. in 
Australia) conveyed the warmest greetings of the Federal 
Council and all the members in Australia. He had been 
able, he said, to pay a visit to Sir Ewen Maclean, who in 
1930 laid the foundation of the fine home of the Association 
in Sydney, the present-day value of which was £350,000. 
The phrase “ Australian Medical Association” was some- 
times used in this country, but there was no such body; it 


was the British Medical Association, which had some 8,500 
members in Australia, or over 90% of the profession there. 
Their strength had stood them in good stead when they told 
the Government then in power that the medical service 
which they proposed to introduce was wholly unacceptable 
to the profession. He paid a tribute to the work done by the 
Association on their behalf and to the work of the Empire 
Medical Advisory Bureau, for which the 300 or so Austra- 
lians who came to this country every year had nothing but 
praise, 

Mr. J. Henry Pierre (Trinidad and Tobago), bringing 
greetings from Trinidad and the Leeward Islands, said he 
had come to the meeting to learn, and had been greatly 
impressed by the wonderful conduct of the proceedings by 
the Chairman and by the feelings of friendship and co- 
operation which existed between all the delegates. They 
were infants in the matter of conferences in the West Indies, 
but through the efforts of Dr. Grey Turner and of their 
secretary in the West Indies, Dr. Waterman, and the visit 
of Dr. Guy Dain and Dr. H. B. Morgan, the first Caribbean 
Conference had been held in January, 1951. They hoped 
that in the not distant future a meeting of the British Medical 
Association would be held in the sunshine of the West 
Indies, and that members there would have an opportunity 
to repay the hospitality they had received in this country. 

The report under “ Overseas” was approved. 


GENERAL MEDICAL SERVICES 
(Debate resumed) 


Danckwerts Award and the Small-list Practitioner 


Dr. Ecsite WarREN (Kensington and Hammersmith) moved 
that the extra loading, designed to benefit certain groups of 
practitioners who were relatively disadvantaged under the 
Danckwerts award and the distribution scheme, should be 
placed on the first 1,000 on the practitioner’s list, as origin- 
ally intended, so as not to penalize the small-list practitioner 
or the new entrant to practice. Boy Scouts were paid “a 
bob a job,” but the same did not apply to the small-list 
general practitioner after rent, lighting, and other expenses 
had been paid. What was needed was justice for all, not only 
for those who were strong enough to fight for it. 

Dr. A. B. Davies (Walsall and Lichfield) outlined the 
work which had been done by the Working Party. Its 
recommendations had been received and approved by the 
special Conference of Local Medical Committees and had 
in effect been endorsed by the Annual Representative Meet- 
ing and by the Extraordinary General Meeting. In addition, 
most careful and painstaking speeches had been made by 
Dr. Wand and Dr. Rogers explaining the position. It was 
an open secret that the Ministry had thought that the small- 
list practitioners had been over-generously treated. Surely 
the capitation fees were an improvement on the old fixed 
annual payments, which, incidentally, had never been in- 
tended to be permanent. It had been stipulated that the 
capitation rate should be static at 17s. and should not be 
16s. plus a few coppers; there was to be no deduction of 
one-seventh, and at the figure of 501 the list attracted the 
load. There was, at the other end of the scale, the special 
hardship scheme for elderly practitioners whereby they 
might receive £350 in order to bring the total income to 
£1,250. While it might be said that there were a number of 
practitioners in between those limits who were suffering 
hardship, it was not believed that the number was great. 
Some voluntarily restricted their lists, some had mileage pay- 
ments, some inducement payments, but, lest it might have 
been thought that some still did not benefit under the 
Danckwerts award to the extent which might reasonably 
have been expected, it had been made plain that, after in- 
vestigation and after the Service had been in force for some 
time, efforts would be made to remedy any grievance relat- 
ing to the financial position. The G.M.S. Committee had 
gone further, by inviting the views of possible critics from 
other groups, and that enlarged committee had met several 
times and had considered all the information available. It 
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had then been discovered that no further progress could be 
made until the new distribution scheme had been working 
for some time. 

Dr. TaLsot Rocers said that Dr. Davies had*set out the 
main aspects of the scheme, which had been a balanced 
one based on the information collected. Even before the 
investigation had been undertaken, protests had been 
received from small-list practitioners that the scheme of 
loading from 1 to 1,000 did not give them an adequate 
return, and efforts were being continued to clarify the posi- 
tion of those in single-handed practice. 

The motion was lost by an overwhelming majority. 


The Filling of Vacancies 


Considerable debate took place on para. 32 of the Annual 
Report, which laid down that in the filling of practice vacan- 
cies the executive council should be responsible for appoint- 
ing the successor ; the decision as to whether a practice was 
to be dispersed or a vacancy declared and advertised should 
rest with the executive council, and that the Medical Prac- 
tices Committee should act as an appeals body, and in hear- 
ing an appeal should be required to review all applications 
originally submitted and not merely that of the appellant. 

Dr. J. W. Riptey (Cleveland) moved that the executive 
council in making its decisions should act in consultation 
with the local medical committee. The amendment, he said, 
was one which spoke for itself. 

This was immediately carried. 


The Succession in Partnership 


Discussion took place on sect. (c) of para. 32. This section 
relates to an agreement which had been reached with the 
Ministry that in future the Medical Practices Committee will 
not, unless there are special circumstances, accept one part- 
ner as a logical successor to another partner who has died 
or retired unless the partners have been in active practice 
together for about a year. 

Dr. J. A. Gorsky (Westminster and Holborn) moved the 
reference back of this proposal. If the proposal were car- 
ried out it would encroach considerably upon professional 
freedom and would be liable to cause serious conflict be- 
tween the liberties of individuals—for example, the right 
of two doctors to enter into partnership agreement based 
upon a contract governed by the provisions of the Partner- 
ship Act on the one hand and a “ directive ” of the Minister 
on the other. 

The reference back was carried. 

The Kesteven Division moved that when filling a vacancy 
in a partnership a partner shall select a new partner for 
approval by the local executive council. The mover said 
that it should be made crystal-clear that if a partner resigned 
or died the succeeding partner or partners should have the 
unqualified right to nominate the successor, subject to the 
approval of the local executive council; if the approval 
were not obtained, then the partner or partners should put 
up another candidate for approval. 

Dr. W. E. Dornan (Sheffield) said that it was wrong that 
the approval of the local executive council should have to 
be sought. The Medical Practices Committee had insisted 
right from the start that a surviving partner should have 
the right to select a successor without seeking the approval 
of anybody, to which the executive councils had agreed, 
although there had been a little difficulty in some cases. 

Dr. J. A. Gorsky (Westminster and Holborn) said that 
that was why he had asked for the reference back of para. 
32(c) of the Council’s report. ‘We must have freedom to 
choose our partners,” he said. “ That is the only time when 
we have the liberty and freedom to do what we like with 
our goodwill, which we cannot sell.” 

Dr. TaLBot RoGeERs said that the G.M.S. Committee would 
be glad to accept the resolution provided that the reference 
to seeking approval of the local council were omitted. The 
proposal would then conform to what had in fact been done 
during the last five years. 

Dr. W. WooL.ey (Bristol) moved that all the words after 
“partner” be deleted, so that the motion read: “ When 


filling a vacancy in a partnership a partner shall select a 
new partner,” and this was agreed to. b 

Mr. WELDON P. T. Watts (Newcastle-upon-Tyne) moved 
that the Minister be asked to advise that executive councils 
should give equal consideration to practitioners who have 
spent several years in hospital, as to other applicants for 
practice vacancies. He said that his Division was disturbed 
to learn that there was a tendency for executive councils 
to be chary about appointing a person who had had some 
years in hospital, and possibly possessed an extra degree, 
to a practice vacancy. That was unfortunate. Young 
doctors liked to go into hospital and stay for a few years, 
and it was good for them to do so. If they found that after 
some years in hospital the chances of going into practice 
were poor, their future colleagues would not go into 
hospitals. The policy of the B.M.A. was to associate 
general practice with hospitals, and surely that was one of 
the ways in wi‘ch it could be carriéd out. 

Dr. FRANK Gray (Council) moved as an amendment that 
after “hospital” there be inserted the words “ provided 
that they have adequate experience in general practice.” 
In so doing he asked whether a doctor whose experi- 
ence was confined to hospital work was the right person to 
be launched independently on general practice without 
having had any training in that specialty. The hospital 
doctor would be welcomed provided he had taken steps to 
make himself acquainted with the very different conditions 
of general practice before embarking on his own. 

Dr. G. CATHERINE EvaNs (East Kent) begged the meeting 
to reject the amendment, which, she said, was immoral. She 
informed the meeting, amid laughter, that she started in 
general practice knowing nothing at all, but for the patients’ 
sake she worked with an experienced father. In her view the 
finest way of getting experience in general practice was to 
work with another doctor. 

Dr. R. Cove-SMITH (Marylebone) supported Dr. Evans. 
Some of the reports of Divisions made it clear that many 
disagreed with the fact that general practice was a specialty. 
The Cohen Report had not yet been accepted, and the meet- 
ing could not accept Dr. Gray’s statement as axiomatic. 

Dr. W. Woo .tey (Bristol) said he supported the amend- 
ment because it brought the motion into line with what the 
mover said. 

Mr. A. STAVELEY GouGH (Council) said that he found a 
weakness in the motion because it read “ should give equal 
consideration to.” Obviously one would not defend the 
view that a year in hospital was equivalent to a year. in 
general practice from the point of view of experience for 
general practice; nevertheless, it was true that a general 
practitioner who could claim two or three years in general 
hospital work after qualification would by and large make a 
better general practitioner than one who went straight into 
general practice. 

Dr. F. M. Rose (Council) said that in his view there was 
not such a difference between the various speakers as one 
might suppose. No one was thinking of a doctor being 
appointed to a single-handed practice with no one there to 
show him the ropes. It was desirable that doctors who 
had been registrars for several years should have the chance 
of appointment in general practice, but it was felt that they 
should, before being appointed, have had one or two years 
in general practice itself. Senior registrars who had not 
obtained consultants’ appointments should not on that 
ground alone have special claims to vacancies in general 
practice. 

Dr. TALBoT RoceRs pointed out that Dr. Evans had stated 
that she went into practice with her father, who was an 
experienced general practitioner, and he watched over her 
for the first months or years. The motion did not concern 
people who were going into practice with other experienced 
practitioners. It concerned those who were applying for 
executive council vacancies which were single-handed 
practices, 

It should be added that the executive council should con- 
sider not only what a man had done in hospital, but also 
whether he was fit to be a general practitioner taking charge 
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of what was a fairly large and busy practice, because it was 
only that type of practice which could satisfy his economic 
needs. 

Dr. Gray’s amendment was carried, and the Newcastle- 
upon-Tyne motion, as amended, was also carried. 


Mileage 
Dr. J. C. ARTHUR (Gateshead) moved that mileage pay- 
ments be assessed- with regard to actual accessibility of 
patients rather than to broad classifications of different 
types of practice. 


It was desirable, he said, that the present method of . 


mileage payment should be continued. It was being sug- 
gested that the words “mileage payments” should be 
washed out altogether, and that grants should be made to 
practitioners in Classes A and B, presumably based on the 
kind of practices they had, and that those in Class C (those 


with a very small number of mileage units relative to the- 


total numbers on their lists) should receive nothing at 
all. That would be unreal, and potentially dangerous, and 
would in application probably be unjust. 

Dr. TALBOT RoGeERs said that he thought the motion could 
be twisted around by people who were interested in ore 
method or other of payment for rural work to suit their 
Own convenience. It was to be hoped that the Council 
would be left free in the matter. 

So far an examination had been made of the doctors’ 
remuneration tables which were made out from known 
facts, and a comparison had been made between the in- 
comes being received by rural practitioners, semi-rural prac- 
titioners and others. The so-called mileage-fund had never 


‘been intended to be a fund dependent on mileage. The 


whole question of the mileage fund was being re-examined 
by an interdepartmental committee, and the attitude of 
the General Medical Services Committee—fully accepted 
by the Rural Practices Subcommittee—was that the total 
amount of money being paid for the augmentation of rural 
practice incomes should be accepted as the correct aim for 
which to work. The figures examined showed that the 
present methods of payment had not necessarily worked 
out fairly all round. Therefore the Rural Practices Sub- 
committee had suggested that during the coming year the 
way in which the money had gone to the various groups 
should be investigated and some formula found which 
would act more fairly than did the present one. 

Dr. W. A. Hystop (Leeds) said that the whole point 
about mileage was being misunderstood. It was primarily 
a method of inducement to offset the paucity of numbers 
of patients. He expressed the hope that the motion would 
be defeated. 

Dr. D. M. HuGues (S.W. Wales) said that the Rural 
Practices Subcommittee was carefully considering the 
question, and he was hoping that in the end the problem 
would be settled to everyone’s satisfaction. Therefore the 
motion was not necessary. 

It was agreed that the Gateshead motion be referred 
to Council. , 

Dr. Enip A. HuGHES (West Denbigh and Flint) moved 
that the standard rate of payment in respect of mileage 
should apply to all practitioners who at present can claim 
for mileage allowance. She was not, she said, pleading for 
the standard rate of mileage to be the same in all areas, 
but that the anomaly in the present arrangements obtaining 
for mileage should be corrected. The urban practitioner 
received no mileage allowance whatever for anything less 
than five miles, whereas the rural practitioner received 
mileage from his house. At the same time there was no 
consistency within the local executive councils. One would 
allow one method of payment, whereas in the next county 
another method of assessment was: adopted. 

Dr. R. P. HENDRY (Rugby ; South Warwickshire) empha- 
sized the difference which existed between the treatment of 
practitioners in rural areas and that of those in urban areas 
and suggested that the motion should be taken as a refer- 
ence to Council. 


Dr. Hystop said he would be satisfied if the motion was 
treated as a reference to Council, and pointed out that not 
only did the rate of payment differ in different areas but it 
was not the same in one area for two quarters running. 

Dr. R. M. S. McConaGHey (Torquay) hoped that the 
motion would be rejected. There were great differences, he 
urged, between various types of practice. In his own town, 
if he could not get a boat across the river he might have to 
travel over 20 miles to reach someone a quarter of a mile 
from his house. The practice suggested in the motion would 
be a dangerous one to adopt. 

Dr. G. C. C. MacVicar (Torquay) said that a rural practi- 
tioner received no mileage for going to see a patient who 
had moved into a town a few miles away, but his town 
colleague received mileage for going out into a rural district. 

Dr. TALBOT ROGERS said that almost all the points raised 
were in the forefront of consideration by the Rural Practi- 
tioners Subcommittee in its endeavour to find a fair 
scheme for the future. The motion might appropriately be 
referred to Council so that they could look into the whole 
question. 

Dr. ENiD HUGHES accepted the suggestion that the motion 
should be referred to Council. 

This motion also was agreed as a reference to Council. 


Inflation of Lists 


Dr. ANNIS GILLIE (Paddington) moved that persons re- 
moved in error from a doctor’s list, whether by the “ purge ” 
or not, should be reinstated when the error was discovered, 
and as from the date of their removal. They should not 
be debarred by a six months’ or any other limit. There 
were areas, she said, where there was little forwarding of 
letters, and a patient might remain “round the corner” 
from the doctor, but round a different corner. The rigid 
application of the six-months rule. caused loss to doctors 
practising in such areas. 

Dr. TaLBot RoGERS thought the suggestion attractive, but 
doubted whether it was practicable. 

The amendment was carried. 


Service Personnel as Temporary Residents 


Dr. A. E. Lopen (Tunbridge Wells) moved to disagree 
with the proposal in para. 40 of the Annual Report that 
Service personnel be treated as temporary residents. His 
Division put forward the amendment, he said, because they 
thought that the money which had been paid for Service 
personnel came from Service quarters, whereas if Service 
personnel were treated as temporary residents the money 
would be an extra charge on the central pool. Moreover, 
some Service personnel might prefer to go to a private prac- 
titioner, and would then be excluded from having the free 
treatment to which they were entitled. 

Dr. H. F. Morrit (North Glamorgan and Brecknock), as a 
practitioner in an industrial area, welcomed the proposal to 
treat Service personnel as temporary residents and hoped 
that the amendment would be rejected. 

Dr. TALBoT RoGeERs said that this matter had been very 
carefully considered. There were effects on special groups 
of practitioners which had to be looked into. There was, 
for instance, the position of the private practitioner who 
was not in the Health Service but obtained part of his re- 
muneration from the treatment of Service personnel, and 
there was also the position of the Admiralty agent to be 
considered. They had given the Ministry of Health their 
reasons for not accepting the proposal without discussion. 
The Ministry had discussed the problems with the Service 
departments, and hoped in conjunction with them to work 
out a scheme which would meet all the objections and which 
should be available in a month or two. If it did meet the 
objections, the Committee would recommend its acceptance. 

The amendment was lost. 


General Practitioners and Hospital Administration 


Dr. A. SUTHERLAND (Bath) had a resolution complaining 
of the insufficient representation of general practitioners 
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on hospital management committees, and asking the Council 
to approach the Minister and urge him to allow at least 
two representatives from general practitioners to serve on all 
such committees. This would merely require, he pointed 
out, an instruction by the Minister to the regional hospital 
boards ; it did not involve legislation. General practitioners 
were closely concerned with the work of hospital manage- 
ment committees. 

Dr. P. Y. Lyte (Southport) moved as an amendment: 

That this meeting feels that general practitioners are not 
sufficiently represented on hospital management committees and 
asks that the Council will approach the Minister and urge that 
there should be representation of general practitioners on all 
hospital management committees. 


The professional representation on many hospital’ man- 
agement committees was, he said, inadequate, but the 
motion asked for two general-practitioner representatives 
on each committee. That was going too far. They should 
not risk displacing from such committees consultants and 
specialists who, after all, could contribute more to their 
affairs than general practitioners. 

Bath withdrew their motion in favour of the Southport 
amendment, and the Southport amendment was agreed. 


Sale of Goodwill 


Dr. TALBOT ROGERS moved approval of para. 45 of the 
Annual Report concerning sale of goodwill. 

The General Medical Services Committee, having been 
instructed by Council to investigate the question, had had 
the assistance of the views of the Amending Acts Committee 
and the Compensation Committee.. The matter had been 
carefully considered and an extra meeting had been held 
for the purpose. Divisions of opinion had appeared within 
the Committee (as it did within the profession at large) as 
to whether private ownership of goodwill was a good or a 
bad thing, but the question which the Committee had been 
instructed to consider was the preparatfon of schemes for 
the optional or compulsory return of goodwill. The Com- 
mittee had been in complete agreement that compulsory 
return was not possible at present, and that optional return 
was impracticable. It had not seemed possible that in the 
foreseeable future the circumstances of practice and the 
ownership of goodwill would change in any way which 
would make either the optional or compulsory return prac- 
ticable. 

Dr. E. C. WARNER (Marylebone) moved: 

That the Amending Acts Committee having recommended the 
restoration of the right to sell goodwill, this Representative 
Meeting instructs the Council of the Association to produce a 
scheme for the return of goodwill and to report to the Repre- 
sentative Body in 1954. 

Before the passing of the Act the profession had been 
united in its determination to preserve this right. In May, 
1946, the Representative Body had passed a resolution say- 
ing that it was essential to the profession and to patients that 
the right to buy back goodwill should be retained. Mr. 
Bevan had inserted the clause which had made that illegal 
—something which the Association had had to swallow 
against its better judgment. The Amending Acts Committee 
had taken the matter up just-over two years ago, and had 
realized that very hard work would be needed to get Clause 
35 repealed. After long consideration, that Committee had 
come to the conclusion that the principle of restoring that 
right was fundamental to the ‘welfare of the public and of 
the profession. Among the reasons given were (i) that it 
gave the profession the strongest bulwark against the 
foisting on to the profession of a whole-time salaried 
service ; (ii) that it was one of the strongest incentives to- 
wards good work by building up a saleable asset rather than 
having to hand it over to the Government on retirement ; 
(iii}—and most important—that it enabled the elderly doctor 
approaching retirement to ease up before moving to a more 
congenial area, which at present he could not do without 
going through the undignified procedure of submitting an 
application to the local committee in competition with 


younger men who were more likely to be chosen because 
of their age. The Amending Acts Committee had sub- 
mitted a scheme for compensation and superannuation and 
the matter had been discussed later with the G.M.S. Com- . 
mittee, which had obtained the views of local committees. 
All these committees were apparently not opposed to the 
principle but believed that the scheme propounded was im- 
practicable. There was considerable evidence, said Dr. 
Warner, that a good proportion of the profession would like 
to see sale of goodwill return. At a meeting held in his 
Division, 90% out of a total attendance of some 500 had 
been in favour of its return. So far, the Council had not 
given a lead on the matter, as it had been asked to do. 
Marylebone was not asking for a hasty decision, but that 
the Amending Acts Committee should study the opinions 
expressed by other committees and report again to the 
Council ; the Council should then be instructed to produce 
a workable scheme for the restoration of the right to sell 
goodwill and report in 1954. 

Dr. L. B. Patinc (South Staffordshire) said that there had 
been some difficulty in his Division in the local administra- 
tion of the Act, chiefly with regard to partnerships and 
doctors’ premises. Of late the public had been using the 
Service much more than previously, which called for modifi- 
cation in the profession’s organization, chiefly towards in- 
creasing the number of partnerships and group practices. 
His Division felt that only by the restoration of the right to 
buy and sell goodwill could this be effectively encouraged. 
Local difficulty had been experienced in getting continuity 
with regard to doctors’ premises, as some preferred to sell 
them rather than dispose of them under the penal clauses. 
“We are in full agreement with improving our surgery 
premises,” he said, “ but there is no encouragement to do so 
while the penal clauses are in operation.” 

Dr. J. A. Gorsky (Council) said it was not correct that 
the restoration of goodwill was being demanded ; that was 
something which had been legally established and no one 
could take it away. What was wanted was the right to buy 
and sell it. At present a doctor could do anything he liked 
with his goodwill except sell it. He could give it away, he 
could bequeath it in his will so that his estate would own 
it, and the income-tax authorities could not touch it in those 
circumstances. It could even be indicated in a trust. All 
the clauses on houses which had been passed at Dublin last 
year were ultra vires ; no Chancery judge would ever accept 
them as penal clauses. 

The profession, he said, was falling between two stools on 
the question of goodwill. Clause 35 was a “ lousy” clause 
and should be wiped out of the Act. If that were agreed, 
there was no reason why restrictive clauses should be 
imposed upon the profession by its own Association. The 
return of goodwill rights was wanted by the young and the 
unestablished practitioners, because that was the only way 
they could get into or back into practice. The report of 
the G.M.S. Committee admitted the same thing and there 
could not be any way in between. 

Mr. J. Ewart Purves (Bromley) spoke of a meeting in 
his Division of some 400 members where it had been 
decided by 7 votes to 5 to support the motion. It had been 
felt that it would be unfair to ask representatives to go 
forward “treading on air,” so a simple questionary had 
been sent out containing the fellowing questions: (1) “ Do 
you believe that it would be in the best interests of the 
profession if a substantial number of doctors owned the 
goodwill of their practices?” (2) “Are you in general 
practice, inside or outside the N.H.S.?” (3) For general 
practitioners only : “ If such an option were available, would 
you yourself like to take it up and, in so doing, forgo any 
right of compensation and/or refund any capital grant you 
had received ?” Four hundred notices had been sent. Of 
those, 120 were to general practitioners working under the 
Act ; of the 120, 60 replied ; 30 gave a definite “no” to all 
questions ; 24 gave a “ yes,” that they were in favour of it, 
and a “yes” that they were prepared to carry it out. 
Twenty-four out of 120 was a little less than a quarter. 
The curious thing was that of the 250-odd other members 
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of the Association in the Division, composed of consultants, 
specialists, whole-time medical officers, retired people, and 
others, 45 had replied with a definite “ yes,” that they were 
in favour of the proposal (they could not, of course, say 
anything about the general application), and only 9 of that 
group had taken the trouble to write up and say that they 
were not in favour of it. It would be remembered that at 
the time of the trouble the Council had always excused 
themselves for their actions being at times somewhat laggard 
and indecisive on the ground that they were unaware of the 
feeling of the periphery. For that reason, said Dr. Purves, 
he had explained the feeling of the periphery in one large 
Division. 

Dr. A. V. RUSSELL (Council) said that the present condi- 
tion could not remain static. There would either be progres- 
sion towards a state-salaried Service or a tendency to move 
back to the status quo ante. The problem had already pro- 
duced a crop of problems, and every attempt to solve them 
seemed to produce fresh ones in their place. The return of 
the right in question would give the ageing doctor a chance 
to seek a healthier area in which to live and a smaller prac- 
tice in which to work, which he could not do at present ; it 
would obviate the difficulty about the filling of vacancies ; it 
would cut out the penal clauses ; it would facilitate entry into 
the practice ; it would encourage partnerships ; it would help 
to solve the medical housing problem ; it would go far to- 
wards taking the practice of medicine outside the arena of 
party politics. 

Dr. F. M. Rose (Council) asked the meeting to consider 
the matter in a practical way, unclouded by sentiment or by 
legal complexities, which Dr. Gorsky was apt to introduce. 
The General Medical Services Committee had had the sub- 
ject presented to it on no fewer than three separate occasions, 
and had devoted practically a whole day on each occasion 
to the problem. Committees. had been set up from among 
those specially marked as favourable to the return of good- 
will rights, and in the end those committees had failed to 
produce any scheme which could be regarded as practic- 
able. Optional return had been suggested. Many doctors 
wanted the-restoration of goodwill ‘when they had cashed 
in on the scheme. About one-third of the total compensa- 
tion figure had already been paid over, and to put the clock 
back in that respect would involve not only the recapture 
of the money paid but the interest which had been paid to 
the recipients. As to facilitating entry into the profession, 


_it would do so only for those with adequate capital behind 


them.. It would be impossible for a man who had not 
several thousands at his disposal to enter the profession in 
that way, and where the income was derived entirely from 
the State that could scarcely be considered the best method 
of choosing the people who were to enter the profession. 
The question of preparedness would go by the board, there 
would be no check on what such men had done before 
presenting themselves as applicants ; the only real qualifica- 
tion would be the possession of a sufficiently large banking 
account. He asked that the time of Council and of the 
Committee should not be wasted by their having to explore 
schemes which could not possibly produce anything 
useful. 

Dr. R. W. L. PEARSON (Birkenhead and Wirral) asked 
representatives to consider the simplicity of the arrange- 
ments in the early days when Dr. A wished to retire and 
sell his practice to Dr. B. All that was necessary was to 
insert an advertisement in the Journal, after which the two 
practitioners got together and the matter was settled. Many 
were convinced that a large number of young men would 
be willing and able at the present time to purchase a share 
in a practice, and it was nonsense to say that they would 
merely be placing themselves in the hands of the money- 
lenders. At the present time they were in the hands of the 
politicians. Goodwill still belonged to practitioners, but 
they were not allowed to do what they wanted with it. 

With regard to the position of two doctors in partnership, 
if one felt that he wanted to leave it was difficult to know 
where he would move to unless he received permission 
from some executive council. 


Dr. J. B. WRATHALL Rowe (Harrow) expressed the hope 
that the meeting would carry the motion for the reason 
that there was involved a principle which had always been 
enunciated by the profession and which, if abandoned, 
would never be resuscitated. ~ 

Dr. TaLBoT ROGERS said that the assertion that a doctor 
still owned his goodwill and that he had only lost the 
right to sell it was similar to the assertion that a pedes- 
trian had the right of the road and that the husband had 
domination over his wife. The fact that goodwill could 
no longer be sold was the important point. A consider- 
able amount of attention had been given to the matter by 
the committees and a scheme had been produced. If it 
were referred back to the Council it would be tantamount 
to passing a vote of no confidence in the Amending Acts 
Committee. 

The restoration of the sale of goodwill had no support 
in the House of Commons, and a very important question 
was whether general practitioners really wanted it. He 
drew attention to the Bromley figures. Sixty general prac- 
titioners replied to a questionary of whom only 24 were 
in favour of it and said that they would forgo their com- 
pensation rights. Again, the most revealing fact in the 
papers which were returned was that a considerable portion 
of those 24 had only just come into practice and had 
nothing at stake. 

When the G.M.S. Committee had finished discussing the 
matter the report of the Amending Acts Committee together: 
with their comments was submitted to all the local 
medical committees, who were asked to discuss it. In 
point of fact only two amendments were sent in to the 
Conference concerning that particular matter, one of which 
was lost and the other withdrawn. The recommendation 
of the General Medical Services Committee was passed 
by an overwhelming majority. That was an expression of 
opinion by the general practitioners of the country. In 
his view no better scheme could be produced than the 
one under discussion. 

Dr. R. HALE-Wuite (Marylebone) referred to Dr. Talbot 
Rogers’s statement that the restoration of the sale of 
goodwill had no support in the House of Commons, 
and said that consideration of that aspect of the situa- 
tion only showed how completely the profession had 
become a political forum. It was necessary to adhere to 
principles. 

Many red herrings had been drawn across the discussion, 
but the one very important question was that of principle. 
As to the assertion that a return of goodwill would mean 
that the criterion for an entrant into a practice would be 
a bank balance, that was, of course, nonsense. There 
were many ways in which a man could borrow money on 
good security, and the security of his hard work was surely 
the best obtainable. 


He hoped that the greatest notice would be taken of 


the motion. “If it is turned down,” he concluded, “ you 
will be throwing away one of the few remaining life-belts. 
with regard to whole-time salaried service.” 

Dr. R. P. HENDRY (Rugby and South Warwickshire) said 
he. had four points to make. First, the difficulties caused 
by the Bevan scheme had been at least as great as those 
it set out to solve. Secondly, if there were hardship on 
a young man in obtaining money to buy a practice, then 
there was no reason why the Government should not lend 
him the money with no interest at all. Thirdly, goodwill 
existed and in the old days it could be sold. Fourthly, it 
was almost unconstitutional to rescind a policy already 
approved with a definite motion to that effect. 

Dr. A. B. Davies (Walsall and Lichfield) said that 
everyone was agreed on the correctness of the idea behind 
the motion, and there were only two points on which a 
decision could be made. The first was whether there was 
any substantial demand for it now, and, secondly, whether 
it was practical politics. 

When he made a tour of the local medical committees, 
those whom he saw had all read the appendix to the 
Report of the General Medical Services Committee, where 


—- 


(es 5 Se eee eee ee 








40 Jury 18, 1953 


ANNUAL REPRESENTATIVE MEETING 


SUPPLEMENT To THE 
BRITISH MEDICAL JOURNAL 





the matter under discussion was fairly set out, and he put 
the question to them. From over 100 general practitioners 
he did not receive one request for the return of the owner- 
ship of goodwill. 

On the question of practicability, during the last two 
years endless time had been spent in considering all the 
arguments and a decision had been reached that at the 
present time it was not practical politics. 

Dr. W. M. Knox (Council) said that as Chairman of 
the Conference of Local Medical Committees he could 
reinforce that which Dr. Talbot Rogers had said. At the 
end of the debate there was an overwhelming majority 
against the practicability of a return to compensation. 

Dr. C. R. G. BARRINGTON (Bromley), referring to the 
poor Bromley figures, said that in his view part of the 
reason was the apathy which was creeping into the pro- 
fession. If the matter were allowed to go down the pro- 
fession would lose yet one more freedom. 

Dr. R. S. V. MARSHALL (South Staffordshire) said that 
one point which had emerged from the debate was that 
there was some misunderstanding as to what the motion 
really meant. The apparent apathy towards the question 
was because the profession had no concrete proposals be- 
fore it. If the full scheme were placed before the local 
medical committees a far more informed discussion could 
take place. 

Dr. E. C. WARNER (Marylebone), in reply, said that the 
Assistants’ and Young Practitioners’ Group—he was not 
referring to the Association’s Subcommittee—had com- 
pletely changed their view in the last few years, and now 
believed that the procedure suggested in the resolution 
was the only satisfactory way of dealing with the matter. 
The Amending Acts Committee and the General Medical 
Services Committee should get together again and look into 
the question. If the profession made up its mind he was 
confident that the Government would examine the position. 
There were two opposing view-points which must be recon- 
ciled, or the Council should express an independent opinion, 
and that should be done in twelve months’ time. 

The resolution “That the Amending Acts Committee 
having recommended the restoration of the right to sell 
goodwill, this Representative Meeting instructs the Council 
of the Association to produce a scheme for the return of 
goodwill and to report to the Representative Body in 
1954,” was carried by 144 votes to 137. 


Charges for Prescriptions 


Dr. A. J. MACLEOD (Outer Islands) moved “ That the shil- 
ling charge on prescriptions be abolished.” This charge, in 
his view, was the only major retrograde step taken in the 
Health Service since it started. It had brought no benefit 
to patients or doctors and had been a nuisance to both. 
In country districts there was no need for any measure to 
restrict dispensing, because patients got only what they 
required for their illness, and the shilling payment became 
a direct tax on the sick. It could not be applied fairly, 
particularly in sparsely populated areas where much of 
the work was not done in the surgery; it might involve 
making a shilling charge for something which cost only a 
few pence. There had been a suggestion that doctors who 
did not make a big effort to collect the shillings would be 
disciplined. A recent speech by the Minister of Health 
suggested that he was anything but confident about the 
shilling charge, and it would be a good thing to give a 
clear expression of the view of the profession. 

Dr. W. N. Leak (Mid-Cheshire), supporting the motion, 
said that what had happened proved that what he had said 
a year ago was correct, that the charge was likely to lead 
to extravagance rather than economy. Doctors prescribed 
larger quantities than before, so the patients should not 
have to come back after a few days and pay another shil- 
ling. It did not act as a deterrent, except perhaps to small 
children being brought to the surgery, which might have 
unfortunate results. Patients exaggerated their needs, and 


felt they had a right to have something prescribed, since 
they were paying for it. 

A motion to pass to the next business was negatived. 

Dr. A. M. MAIDEN (Lincoln) said a colleague in a rural 
area had calculated that the delay caused by collecting 
shillings at patients’ houses added five and a half hours a 
week to his working time. 

Dr. TaLBot RocGeERS said that arguments used that day 
were the same as those put forwerd to the former Minister 
of Health at the time. They took with them to see the 
Minister a number of rural practitioners who predicted 
what would happen, but they were given to understand that 
this was a Cabinet decision. The Minister might by now 
realize that some of the things they had then said were 
correct, but it would need a little longer for that lesson to 
sink in. They had negotiated a scheme of collection which 
would be as little unfair as possible to rural practitioners. 
He suggested that the meeting should pass to the next 
business and not pass the motion. If in a year’s time they 
could show the Minister that what had been done in other 
directions had appreciably reduced the pharmaceutical bill, 
he might be able to persuade the Government that the 
shilling charge could safely be removed. 

Dr. R. W. McConnet (Bucks), opposing the motion, said 
he had a dispensing list and a prescribing list. In dispen- 
sing, the charge occasioned him no difficulty ; the patients 
came with a shilling in their hands and seemed to think 
more of the medicine because they had to pay for it. As a 
prescribing doctor he did not think any patients refrained 
from coming to him because of the shilling charge. In 
spite of bigger bottles of medicine and more tablets being 
prescribed, he thought that the Government were making 
something out of the charge, and the public on the whole 
approved of it. 

Dr. W. A. Hystop (Leeds), speaking as a rural practi- 
tioner, said that he and his colleagues regarded the shilling 
payment as an unmitigated nuisance, and he did not think 
the figure of five and a half hours exaggerated. 

Dr. H. B. Muir (Fife) suggested that it would be wise 
to refer the matter to Council and review it in a year’s 
time. As a dispensing doctor, he did not find that the 
payment diminished his dispensing, and the patients did not 
seem to object to it. It had not achieved its purpose, and 
there were much better methods under consideration at 
present for controlling the amount of medicine consumed 
by patients. 

Dr. MAcLEop declined to accept the suggestion that the 
matter should be considered in a year’s time, which he 
compared to admitting that a patient was ill but postponing 
treatment for a year. 

The motion was carried. 


Investigations of Prescribing 


Dr. R. P. HENDRY (Rugby and South Warwickshire) moved 
that in view of the long interval elapsing between the issue 
of Form E.C.10 and the raising of any objection thereto 
by the Pricing Bureau, a practitioner should not be liable 


- to a fine for any further forms issued for the same pre- 


paration during the interval. 

Dr. TaLtsor Rocers said that he had no evidence that 
what was stated in the motion was happening. What they 
were most concerned about was the delay, and they were 
happy to report that this was being shortened considerably. 

Dr. HeNpry replied that he himself had been asked for 
an explanation on three occasions for one preparation. His 
experience was that the time was increasing. 

The motion was carried. 

Dr. HENDRY (Rugby and South Warwickshire) further re- 
quested the Council to consider the plight of practitioners 
who, having been asked by the executive council for clinical 
details of a patient (prior to the council’s decision whether 
a preparation prescribed on Form E.C.10 was a food or a 
drug) failed to get the patient’s consent to such disclosure 
and were consequently surcharged. 

This was agreed without discussion. 
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Stock Orders for Doctors’ Surgeries 


A motion by Swansea was moved that Form E.C.10A for 
the supply of stock orders for doctors’ surgeries should be 
introduced in England and Wales as it was already used 
in Scotland. 

This also was agreed without discussion. 


Maternity Services 


In the absence of the Representative from Dartford the 
CHAIRMAN formally moved that the practitioner providing 
maternity medical services as laid down by the regulations 
should receive the full fees irrespective of whether the 
patient had attended a previous practitioner for that 
pregnancy. 

Dr. TALBOT ROGERS, opposing the motion, said that the 
matter had been discussed fully with the Ministry. Indi- 
vidual cases varied considerably, and at times a doctor 
would have charge of a case in the early stages and the 
patient then moved to another district and the work had to 
be undertaken by another doctor. It was not possible to 
lay down a rule that all the fee should go to the first 
doctor or all to the second, and the present arrangement 
provided for the sharing of the fee by the two doctors 
in a manner appropriate to the circumstances. 

Mr. F. OLIveR WALKER (Dartford), who in the mean- 
time had arrived, then spoke to his motion. He said his 
Division felt that the man who took on the rest of the 


work ought to be paid the full fee and that his Division had — 


a sense of grievance on the subject. 

The motion was lost. 

Dr. N. NELSON (Dundee City) moved that the maternity 
pack supplied by the local authority for use in domiciliary 
confinements be also supplied for confinements in nursing 
homes. The present arrangement resulted that N.HLS. 
patients did not receive the benefit of a service; it was 
actually a form of class distinction. 

Dr. K. HARROWER (Glasgow) said that it could only be 
achieved by local action, and urged that local executive 
councils should press the matter with their local authorities. 

Dr. TaLBot RoGeRs said that the General Medical Ser- 
vices Committee had already borne down on the Ministry 
of Health about that question, but had so far got no- 
where. “I think that if you pass this it will give us an 
opportunity of trying again.” 

The motion was carried. 

Dr. L. B. PALING (South Staffs) moved to ask the Council 
to report the steps that had been taken to secure the aboli- 
tion of obstetric lists. Since last year, he said, his Division 
had become aware of the views of the Central Health 
Services Council and would like to know what the Council 
had to tell them about the position now. 

Dr. J. S. M. Orp (Glasgow) explained that the position 
in Scotland was that if a doctor did not want to do mid- 
wifery he did not need to. The position in England was 
intolerable because a doctor might be accepted by one area 


to do midwifery and turned down by another. He could. 


not understand why English doctors tolerated such a posi- 
tion. Recently a circular had in fact gone out to executive 
councils suggesting that no one should be included in the 
lists unless they had done six months in obstetrics. 

Dr. TaLBoT ROGERS said the General Medical Services 
Committee had lost no opportunity—had in fact made 
opportunities—of reiterating the view of the Representative 
Body on the question that there was no need or justification 
for a special obstetric list. The last time that view had been 
reiterated had been in evidence supplied to the Committee 
of the Central Health Services Council set up to inquire 
into general practice, and that had been followed by oral 
evidence given to that committee in which the view had 
again been stressed. The difficulty was that the Central 
Health Services Council itself had a number of standing 
committees, one of which was concerned with maternity 
services and which had thought, not only that there should 
be a list, but that there should be definite criteria as to 
who should and should not be included in it. That com- 


mittee had submitted a report which had been accepted by 
the Central Health Services Council. The difficulty in 
which the Association was placed was that, when negotia- 
ting on the powers of the Central Health Services Council 
in the days before the National Health Service Bill had 
become an Act, one of the things it had stood out strongly 
for was that the Central Health Services Council should 
have the right to publish any advice which it wished and 
that neither the Minister nor anybody else, except for 
security reasons, should be allowed to prevent publication 
of that advice. The members might disagree with their 
views, but it was their right to publish them. The objection 
was that those views should be sent round in the form of an 
E.C.L. to the executive councils, because, although they 
might not, in law, have the strength of a mandatory com- 
mand, in practice executive councils receiving such notices 
were inclined to act upon them as if they had to do so. 
The motion was carried. 


Surgical Corsets 

Dr. P. Topp (Southampton) put forward the following 
amendment to para. 57 of the Annual Report: 

That evidence is already available that the demand for certifi- 
cates on practitioners has increased and not decreased since the 
amended list of complaints which carry exemption from purchase 
tax was published ; that this meeting regards the change of name 
of splanchnoptosis for visceroptosis as absurd and misleading, 
and recommends that certificates should not be required from any 
medical practitioner for exemption of purchase tax. 


The motion was carried. 


The “ National Formulary ” 


Several amendments concerning the National Formulary 
were brought forward. Mid-Cheshire considered that in the 
revision a clinical rather than an alphabetical classification 
should be adopted ; and Stirling and Worcester and Broms- 
grove wanted the formulae in future editions to be listed 
alphabetically according to their Latin names. 

Dr. W. N. Leak (Mid-Cheshire), in moving, urged that 
one of the best ways of reducing the cost of prescribing 
was to have a national formulary which contained what 
everybody wanted in the most convenient form. A change 
in the form would involve inconvenience, but no change 
from worse to better was without inconvenience, and such 
as would be caused would be well justified. From the point 
of view of classification it was better that items for particu- 
lar complaints should be in one section rather than that it 
should be necessary to look through the whole book. It 
had to be remembered that the formulary was not only used 
by experienced general practitioners, and it had to serve the 
needs of students, professors, and consultants ; it had to be 
used by the armed Forces and similar organizations. 

The CHAIRMAN said that the group of motions under con- 
sideration was of the type which could be considered shortly 
without going into matters of detail. There was a danger 
of being “ bogged down” by details, and speakers were re- 
quested to confine themselves to a few points and to deal 
with them briefly, because everyone knew what his own 
wishes were on such matters through practical experience. 

Dr. W. Woo.Ley (Council) asked the Representative Body 
to turn down.the motion, as, if accepted, it would lead to 
the danger of practitioners finding themselves before Ser- 
vice Committees or involved in court actions for negligence 
because they had not prescribed something which had been 
laid down for a particular type of case. 

The motion was decisively lost. 

Dr. J. E. Morrison (Stirling) moved that in future editions 
of the National Formulary preparations be listed alphabeti- 
cally according to their Latin names. 

This was carried. 

Dr. H. N. MILEs (Worcester and Bromsgrove) moved that 
the metric system equivalents should be presented in 
parentheses. 

An amendment by Buckinghamshire was carried calling 
for small amounts to be stated in milligrams, and with this 
amendment the Worcester and Bromsgrove motion was 
carried. 
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The Inquiry into General Practice 


Dr. TaLBot RoGers moved the approval of the memo- 
randum of evidence submitted by the Council to the Com- 
mittee on General Practice set up by the Central Health 
Services Council. 

Dr. R. Cove-SMitH (Marylebone) moved an amendment 
of para. 14 of the memorandum of evidence by the deletion 
of the reference to “the small and diminishing amount of 
private practice,” so that the paragraph would read: 

The large and increasing proportion of the public availing 
themselves of general medical services under the Act does indicate 
that, allowing for changed economic conditions, the public is, 
by and large, well satisfied with the services given. 

He said that the paragraph as it stood seemed to be 
slightly non-factual, to contain a non sequitur, and was too 
complacent. Private practice might, perhaps, be diminish- 
ing as compared, for instance, with 1948; but to say that 
it was increasingly diminishing in comparison with 1951 
and 1952 was not accurate, certainly so far as his area 
was concerned. It was felt by deleting the words suggested 
it would clarify the motion. 

Dr. TaLBot RoGers explained that the report was com- 
piled by a special committee set up by the Council. It was 
entrusted to the General Medical Services Committee to 
produce as much evidence as possible, but it was not the 
sole contribution of that Committee. It was considered 
carefully by the composite committee, and the results were 
passed first to the General Medical Services Committee 
for opinion, then to the Council, where there was a full 
discussion, particular attention being drawn to those words ; 
and the Council decided that the amendment under dis- 
cussion, together with a number of other amendments 
to wording and sense in the report, should bé looked at 
again by the committee which originally dealt with the 
matter. That was done, and that committee could not find 
any better way of expressing what it was desired to say in 
the paragraph. 

Since then the report had been published, submitted to 
the Cohen Committee, and discussed there by representa- 
tives. It was now a question whether the Representative 
Body desired those concerned to go back to the Cohen 
Committee, to say that they were mistaken about what 
they had said before, and ask that Committee to change 
the report by the omission of the suggested words. 

Dr. Cove-SmitH said he was satisfied with the “lily” 
produced by Dr. Talbot Rogers, and thought it would be 
wise to gild it and, by truncating it slightly, effect some 
improvement. 

The Marylebone amendment was lost. 


Disciplinary Rules for Patients 


Dr. N. F. Kerry (Belfast) moved: 

That with reference to para. 64 of the memorandum (relating 
to rules-of conduct for patients), the Representative Body is 
cognizant of soaring costs in the N.H.S. and is of opinion that 
substantial economies may not be obtained without the introduc- 
tion of disciplinary rules for patients. 


He said that there were a great many abuses and exorbi- 
tant demands on the part of patients, and it was felt that 
the subject required ventilating once again and action to 
be taken. He pointed out that the high cost of the drug 
bill was eloquent testimony to excessive prescribing, and 
that exorbitant demands and abuse were the cause. It was 
unlikely that any great saving would be effected unless there 
were some means of resisting those excessive demands. 

Dr. J. A. BRowN (Birmingham) said he was amazed that 
such an amendment should be put forward, because the 
remedy was in the doctor’s own hands. To keep his self- 
respect and the respect of his patients he should give his 
patients what they needed and nothing more, thus saving 
his own soul and his country’s money. 

Dr. J. BLEAKLEY (Belfast) maintained that small-list prac- 
titioners were in no position economically to resist the de- 
mands made upon them. The amendment did not ask for 


money penalties, but a doctor should be able to give some 
indication on the record card of what type of patient a 
man was. 

Dr. TaALBoT RoGers said he would have no hesitation in 
writing on a patient’s record card something which would 
indicate why that patient had left him. What sanctions 
could in fact be imposed on patients? The only way to 
secure an improvement seemed to be by propaganda. 

Dr. N. F. Ketty (Belfast), in reply, emphasized the need 
to take a realistic view of the position of the man with a 
small list and a number of competitors in his neighbour- 
hood. 

The amendment was lost. 

Dr. A. J. MACLEOD (Outer Islands) moved as an amend- 
ment “That the Representative Body recommends that 
approved service in approved general practice should be 
recognized as part of a doctor’s national service.” It was 
proving difficult to get assistants of the right type in the 
remote parts of North-west Scotland because of the two- 
years national service, and women had to be taken. “I 
know,” he said, “ that there are women and women, but it 
is equally true that there are practices and practices. Many 
of the women that we have had have not continued the 
practice of medicine, one or two preferring to take up pig 
farming.” The doctor in the Services became a soldier, and 
it took some time to demilitarize him later, but a man who 
had done part of his period of service in an approved prac- 
tice would be of more value to the Services, and on coming 
back to civil life would be better fitted to take up general 
practice. Dr. Macleod added that he would be content if 
the amendment were referred to Council. 

Dr. D. F. HuTcHINSON (Council), opposing the amend- 
ment, said that its effect on the Services had to be con- 
sidered. Ever since the war the medical services of the 
armed Forces had been under strength. It might be 
thought that the establishments were too high, but a com- 
mittee on which he was a member had the task of seeing 
that they were kept within bounds, and he had been 
amazed at the way in which the Services were covering the 
work with the few men that they had. 

Dr. A. BARKER (East Kent) suggested that the amendment 
should be referred to Council, because it seemed to raise a 
larger issue which might be considered at the same time. 
He had been told that there were 5,000 pre-registration 
appointments available each year and 2,000 people available 
to take them. Part of the solution might be that men should 
spend less time in the Services, and that much of the Service 
work in this country should be undertaken by civilian prac- 
titioners. 

Dr. W. N. Leak (Mid-Cheshire) said that there were jobs 
in the Highlands and Islands which needed to be done. Just 
as the Army had been called in to deal with the floods on 
the East Coast last winter, so doctors might be sent to these 
remote areas to work for a year as part of their military 
service, and this would benefit Scotland, the Services, and 
the men concerned. 

Dr. J. C. MCMASTER (West Somerset) hoped that the 
amendment would not be turned down. Two years in the 
Services taking sick parades would not make a man the best 
possible doctor, which should be the aim. A man could 
be taught all that he needed to learn of military medicine 
in a two-months course. More economical ways should be 
found of using the country’s medical manpower. 

The amendment was carried as a reference to Council. 

The motion for approval of this part of the report, as 
amended, was carried, and this concluded the matters aris- 
ing in the Annual Supplementary Reports under “ General 


Medical Services.” 


Supply of Medicines to Private Patients 


Dr. J. E. MILLER (Glasgow) moved that further represen- 
tations be made to the Ministry to allow the issue of medi- 
cines on Form E.C.10 to private patients. 

There was nothing controversial about the motion; it 
represented the agreéd policy of the Association. It was felt 
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that immediate steps should be taken to approve the sugges- 
tion and present it again to the Government. It had been 
presented before but no steps had been taken. 

Dr. TALBOT RoGeRs said that the matter had recently been 
before the Government again, and had been part of the 
evidence given to the Central Health Services Council on 
general practice. Oral evidence had also been given, and 
those who had given it had been cross-examined as to ways 
and means by which they thought it could be carried out. 
A number of answers had been given which it was hoped 
had satisfied the Council that it was practicable. Dr. Rogers 
asked the meeting to be wise and wait to see how much had 
been achieved by those representations. 

The motion by Glasgow, with the addition of the words 
“subject to the same conditions as those in force for 
National Health Service patients, and to the retention by 
the Minister of the same degree of control over the prescrib- 
ing practitioners,” was carried. 

A motion by Rugby and S. Warwickshire that registered 
medical practitioners, although not in general practice under 
the National Health Service, should nevertheless be at 
liberty to prescribe medicines, etc., on Form E.C.10, pro- 
vided that they agree to accept the current N.H.S. terms of 
service and obligations in respect to prescribing so far as 
those be applicable, was carried. 


Ophthalmic Services 


Mr. F. OLIVER WALKER (Dartford) moved that 0.S.C.1 
forms should be abolished. 

Dr. C. WATNEY Roe (Chelsea and Fulham) asked that the 
forms be retained as they were a useful form of recommen- 
dation to ophthalmic practitioners ; letters were very much 
more trouble and were only sent when there was really 
something about which to write. 

Dr. TALBoT RoGers agreed that for many doctors, having 
to see a lot of patients in order to prescribe the forms 
seemed to be something of an imposition, but when thought 
was given to the matter it would undoubtedly be realized 
that the right was one which should be retained. There 
might be a minority of patients needing to have their eyes 
tested who were suffering from other complaints, but the 
doctor should be able to see those patients to look for the 
signs himself. It was really an essential part of the 
ophthalmic service. 

The Dartford motion was lost. 


Service Details 


Dr. M. L. H. Evans (Lewisham) moved to instruct 
Council to consider possible methods whereby a principal 


_ may not employ a permanent assistant for a greater period 


than, say, two years. 

Dr. FRANK Gray (Council) agreed that a problem existed 
and it was being considered by the Assistants and Young 
Practitioners Committee of the G.M.S. Committee. A 
report was being submitted and the results would be 
presented in due course. 

Dr. TaLBoT RoGers said that a scheme had been discussed 
in the G.M.S. Committee, but agreement had not been 
reached. The scheme now put forward was an eminently 
sensible one which met practically all the objections that 
had been raised so far in the Committee. He hoped it 
would not be long before that scheme became the policy 
of the Conference and of the Association. 

The motion was withdrawn. 

Dr. M. G. WiLtiaAMs (Cardiff) moved that medical certifi- 
cates required for fitness to undertake employment should 
be obtained from an independent medical referee at the ex- 
pense of the prospective employers. 

This was carried. 

Lewisham further moved that the hours of dispensing 
chemists were to be considered in most cases inadequate ; 
they should be pressed for a more effective service. 

Dr. R. W. McConneLt (Bucks) said that the problem was 
a local one and should be tackled locally. 

It was agreed to pass to the next business. 


Dr. H. S. Brown (Blyth; Morpeth) moved that practi- 
tioners in the N.H.S. be paid half quarterly as in the past. 
It was felt, he said, that doctors should not have to work 
three months before they received their payment. Prior 
to the introduction of the new distribution scheme, the 
executive body were permitted to pay half quarterly, but 
under the new scheme they had no option but to pay once 
quarterly unless personal application were made on hard- 
ship grounds. 

Dr. W. WooL_LEY said he thought it better to leave matters 
as they were. Medical practitioners could, if necessary, 
get advances of their pay without pleading real hardship. 

Dr. TALBOT ROGERS said it was possible for anybody to 
secure the privilege without having to reveal anything about 
his own income. If the motion were carried it would un- 
doubtedly increase the amount of work to be done by the 
executive councils, and the administrative cost of the Ser- 
vice would be pushed up. 

Dr. H. S. Brown (Blyth; Morpeth) disagreed with Dr. 
Talbot Rogers that it was possible for a practitioner to get 
an advance without giving details of the circumstances 
which prompted it. He quoted the case of eleven doctors 
in Northumberland who applied for their half quarterly 
payment, for which they had to give reasons. Of that 
eleven two were rejected, so it was not quite so simple as 
was stated. 

The motion was lost. 

Dr. H. F. Morrir (North Glamorgan and Brecknock) 
moved that ways and means be explored to make it easier 
for general practitioners to change practices, and asked the 
Representative Body and the Council to treat the motion 
sympathetically. 

Dr. TaLBot Rocers said that the Medical Practices 
Bureau had been attempting to do that for which the motion 
called, but it was not easy to marry the requirements of 
two practitioners in different parts of the country who 
wanted to exchange practices. The question would be 
further investigated during the coming session, and he sug- 
gested that it might be referred to the Council. 

Dr. H. F. Morrir said that his Division did not consider 
that exchange was any answer to the question whatever. 

The motion was carried as a reference to Council. 


General-practitioner Hospitals 


Dr. R. M. S. McConaGuHey (Torquay) pleaded for an 
active Association policy for the early establishment of 
general-practitioner hospitals, this to have precedence over 
the development of health centres. 

He pointed out that the motion was framed before the 
Minister made his important statement of policy. The 
statesmanlike attitude of Mr. Macleod, the Minister of 
Health, with regard to the need for general-practitioner 
hospital accommodation and also with regard to the “ open 
door” to pathological and x-ray departments was very much 
appreciated. Without those facilities the general practitioner 
could never give to his patients the service for which he 
had been trained. The provision of general-practitioner 


‘beds was considered to be essential for a comprehensive 


general-practitioner service, and such provision was a 
priority over the establishment of health centres. 

- Dr. D. L. GuLLick (East Herts) moved to delete the refer- 
ence to health centres, not, he said, because of any quarrel 
with the sentiments expressed in the first part of the motion, 
but owing to the conviction that the last part weakened the 
motion. 

Mr. A. STAVELEY GOUGH agreed that the amendment 
strengthened the general position. In some of the new 
towns the authorities had considered setting up health centres, 
but they did not consider that the health centre on its own 
was an economic proposition. They were considering the 
possibility of building a small hospital with a number of 
beds for the use of general practitioners and calling it a 
diagnostic centre. Therefore it was necessary to leave the 
door open so that the establishment of general-practitioner 
hospitals might go hand in hand with local diagnostic health 
centres. 
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Dr. Tatsot Rocers said he hoped the meeting would 
accept the amendment. It was very desirable that what 
could be secured in the way of general-practitioner help in 
hospitals and diagnostic centres should be obtained without 


delay. 
The amendment was carried, as was the amended Torquay 


motion. 

Dr. N. J. CocHRAN (Burton-on-Trent) asked the meeting 
to express the opinion that the supply of drugs to dispensing 
doctors should be on the same terms as the supply of drugs 
to chemists. 

Dr. W. A. Hystop (Leeds) supported the motion. As the 
Secretary of the Yorkshire Branch Council Rural Practices 
Committee he had communicated with the sales directors of 
all the leading firms in Great Britain and some of the 
replies were enlightening. One was to the effect that it was 
for the B.M.A. to negotiate, and in his view it was high 
time that the Association girded up its loins and entered that 
particular battle. 

Dr. H. B. Murr (Fife) asked the conference to give the 
motion full support. 

Dr. TaLBot ROGERS pointed out that the Association had 
been striving to get the problem settled in the past four 
years, but had not as yet secured the concessions to which 
it was entitled. However, he was still hoping to do some- 
thing < out it. 

The motion was carried. 

Dr. H. J. NICHOLSON (Newcastle) moved that a trainer of 
trainee assistants should be allowed to function as such 
only in alternate years. It was felt by his Division, he 
said, that the period of three years for which a trainer was 
appointed should be reduced to one, and that after that 
there should be a year’s interval, thus allowing more doctors 
to be trainers. 

Dr. Frank Gray (Council) said it was difficult to choose 
the right people to teach, but Newcastle were saying that 
when the right people had been found they should be 
allowed to teach only every other year. Would such a 
thing be considered in any other sphere ? What Newcastle 
were really saying was that they did not know how to 
select trainers. They should put their own house in 
order. 

Dr. TaLBsot RoGers pointed out that there was no law 
which laid it down that a man must be appointed a trainer 
for three years. It was a matter for local decision, and 
appointments could be reviewed year by year. There had 
been a recent report from the General Medical Services 
Committee on the subject which contained suggestions on 
how to choose trainers which, if widely carried out, wquld 
solve many of the problems. The Ministry were themselves 
circulating this report: to executive councils for consider- 
ation and action. He believed that this was the first time 
that a committee report from the Association had been 
accepted in that way. 

Dr. F. M. Rose (Council) contended that the motion 
expressed distrust in trainers and was a sign of inefficiency 
in their appointment. It would be a pity to spoil a good 
scheme by conditions of the kind suggested, but it was 
sound to allow an interval between the end of the training 
of one trainee and the beginning of that of the next, if 
only to demonstrate that the running of the practice was 
not dependent on trainees. 

The motion was lost. 

Dr. MONA MACNAUGHTON (Newcastle) moved that, follow- 
ing the Scottish suggestion, the appropriate committee 
might discuss with the Minister a similar suggestion for 
England—that is, that maternity record cards in respect of 
patients confined in hospital be completed by hospital 
authorities and sent to the patient’s own doctor immediately 
after the patient’s discharge. Very often, she said, a doctor 
received no notice that his patient had been into hospital 
and had been discharged, so that he could not continue the 
essential treatment of the woman and her child. It would 
be a great help if the record could be made on a form 
which could easily be slipped into the doctor’s records. 


Dr. TaLBor RoGeRs said that this was a useful sugges- 
tion which might well be looked into. 

The motion was carried. 

At the conclusion of the General Medical Services busi- 
ness Dr. Talbot Rogers received an ovation. 


COMPENSATION AND SUPERANNUATION 

Dr. A. N. MATHIAS, Chairman of the Compensation and 
Superannuation Committee, moved the adoption of the 
Annual and Supplementary Reports under this heading. 
Dr. Wand, he said, had found it necessary to relinquish 
the chairmanship of the Committee, but would continue as 
a member and had agreed to help in making representations 
to the Ministry. A good deal of work had been done during 
the year. In the matter of payment of compensation it had 
been only late in June that an interview had been obtained 
with the Ministry and a strong case put forward to them for 
the payment of compensation or part compensation in the 
circumstances outlined in paragraph 59 of the Annual Re- 
port of Council. There had not yet been time to receive 
the Ministry’s reply. An assurance had been given that the 
Association would be able to make representations on the 
draft regulations for implementing the Local Government 
Superannuation Bill. 

Dr. D. S. RoBERTSON (Edinburgh) moved that the Council 
be asked to open negotiations with the appropriate Govern- 
ment department for payment to be authorized from com- 
pensation due when considerable improvements were made 
to surgery accommodation involving capital outlay. The 
Government, he said, had paid lip service to the idea that 
general practitioners should improve their premises, and in 
this way the Government could give evidence of its sincerity. 

Dr. MATHIAS accepted the motion. 

The motion was carried. 

A motion by Morpeth, that principals in general practice 
in the National Health Service, when taking a partner, be 
allowed to realize their practice compensation moneys 
relative to the share of the partnership given to the new 
partner, was carried. 


Retiring Practitioners 

Dr. C. P. Wattace (Guildford) moved to instruct the 
Council to inquire into the financial position of members 
of the profession who retired at the age of 60 or later, 
with special reference to the position of those who were 
over 45 years of age at the time of. the introduction of the 
National Health Service. They were concerned, he said, 
about the position of men who, having reached the age 
of 60, found it almost impossible because of ill-health to 


_carry on, but who might be compelled by financial circum- 


stances to remain in practice. 
This was accepted as a reference to Council. 


General Practitioners with Hospital Contracts 

A motion by Worcester and Bromsgrove, that where one 
or more partners in contract with an executive council to 
provide general medical services also had hospital contracts, 
then on request by all the,partners the hospital authorities 
be requested to credit the gross remuneration to the execu- 
tive council concerned, who would deduct superannuation 
from the partnership according to the partnership shares, 
was carried. 

The meeting rose at 6.15 p.m. 


ELECTIONS 
During the proceedings on Saturday the following results 
of elections were announced : 
Chairman of Representative Body: Dr. S. Wand, re- 
elected unopposed. 
Deputy Chairman: Dr. Ian D. Grant, re-elected un- 


opposed. 

Ten members of Council elected by Representative 
Body as a whole: Mr. A. Lawrence Abel, Dr. O. C. 
Carter, Dr. H. Guy Dain, Dr. R. Forbes, Dr. J. A. Gorsky, 
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Dr. J. A. L. Vaughan Jones, Mr. H. H. Langston, Dr. 
R. P. Liston, Dr. J. A. Pridham, Dr. W. Woolley. 

Two members of Council elected by representatives of 
Scottish constituencies : Dr. G. W. Ireland, Dr. J. C. 
Macarthur, re-elected unopposed. 

One member of Council by representatives of constitu- 
encies in Wales (including Monmouthshire) : Dr. T. W. 
Davies, unopposed. 

Member of Council representing the Medical Branch of 
the Royal Navy : Surgeon Rear-Admiral O. D. Brownfield 
(for period 1952-5), re-elected. 


Monday, July 13 
The meeting reassembled at 10a.m., Dr. WAND in the chair. 


The Resolution on Goodwill - 


The CHAIRMAN referred to a newspaper report to the effect 
that the resolution on goodwill was binding in calling for 
the return of the right to buy and sell goodwill, and -said 
that had it been in that form it would have required a two- 
thirds majority to make it policy. The resolution actually 
read : 

Resolved that, the Amending Acts Committee having recom- 
mended restoration of the right to sell goodwill, this Representa- 
tive Meeting instructs the Council of the Association to produce 
a scheme for the return of goodwill and to report to the Repre- 
sentative Body in 1954. 


His interpretation of that resolution was that it was an 
instruction to the Council to prepare something for consider- 
ation by the Representative Body, and that pelicy would not 
be determined in regard to it until that statement was 
received. (Agreed.) 

Votes of Thanks 


A vote of thanks was accorded by acclamation to the 
following : 


The Lord Mayor and Corporation of the City of Cardiff for 
the use of the City Hall, for services for the staff, and for 
most generous hospitality on the occasion of the State Visit 
of Her Majesty The Queen on July 9. Principal Steel and the 
Council of University College for the use of rooms for the 
Ladies’ Club and for the Cardiff Division Sherry Party. The 
Y.M.C.A. for the use of their building. Chief Constable of 
Cardiff for traffic arrangements. The Cardiff branch of the 
Automobile Association for making it so easy for members 
to find the various meeting places. The stationmaster at the 
General Station for his help in connexion with the arrival of 
Overseas Representatives. Students of the Welsh National 
School of Medicine for their services as stewards and in other 
ways. The members of the Cardiff Division and their ladies 
for the sherry party on July 8. The South Wales Branch of 
the Medical Women’s Federation for sherry party. Dr. Amy 
L. Jagger for her magnificent work in renovating the Associa- 
tion’s flag of Cardiff. Mr. R. G. M. Street for luncheon. 
St. Mellon’s County Club for facilities for honorary member- 
ship. Messrs. A. J. Anstee, Ltd., for floral decorations. 
Messrs. David Morgan, Ltd., for facilities for morning coffee. 
Messrs. A. T. Philp & Son for furnishing the Ladies’ Club. 
Messrs. W. H. Smith & Son for provision of stationery, etc., for 
the Ladies’ Club. An anonymous donor of gifts to the ladies 
at the Representatives’ Ladies’ Dinner. Hosts and hostesses to 
overseas visitors. Hosts and hostesses for providing hospitality 
to visitors on excursions, etc. The local committees who have 
arranged entertainment, etc., especially the Ladies’ Committee 
for arranging the Ladies’ Club so beautifully and giving an “ At 
Home” to visiting ladies; and all others who have contributed 
in any way to the comfort and enjoyment of members of the 
Representative Body and their ladies. 


MISCELLANEOUS MOTIONS 


Motions unconnected with the Annual Report, sent in by 
Divisions, were next taken. 


Geriatric Units 


Dr. A. M. MAIDEN (Lincoln) moved that, in view of the 
pressing need for co-ordination of the various authorities 
caring for the aged, the Minister be recommended to consider 
the establishment of geriatric units for that purpose, such 


units to be under the guidance of an experienced physician. 
About 100 years ago the proportion of old people to those 
of working age had been 1 to 13; it was now 1 to 6.2. In 
25 years’ time, according to present trends, the proportion 
would be about 1 to 4, which would mean that every working 
person would have to work 12 hours each week in order to 
support an aged person. The economic aspect would also 
become increasingly difficult. In two or three years’ time 
some £25 million a year would be required for pensions, 
and according to present trends in 25 years’ time the National 
Insurance Pensions Scheme would be some £417 million per 
year on the wrong side of the budget—a sum greater than the 
cost of the whole Health Service to-day. Older people must, 
therefore, be encouraged to work to a greater age and the 
Health Service must be encouraged to become as efficient 
as possible in the care of the aged, an aspect which was the 
“black spot” of the Service at present. Some 40 to 50% 
of the people in institutions to-day could, in the opinion of 
some authorities, have still been active working members of 
the community if the matter had been properly tackled at 
the start. The trouble lay in the lack of a co-ordinated 
authority to look after the aged. At present the responsi- 
bility was divided between the regional hospital boards, 
the local authorities, and the general practitioners, with 
their limited ancillary services doing what they could to 
stop the gaps. The Ministry should be asked to explore the 
possibility of setting up a comprehensive geriatric service 
controlled by one over-riding authority, which would result 
in incomparably less expense in the future as against the 
cost of pensions if present trends continued. The logical 
way of dealing with the problem was to set up a geriatric 
service under the regional hospital board, with an experi- 
enced physician in control and with an out-patients’ depart- 
ment. 

Dr. H. D. CHALKE (Public Health Services) said that the 
problem was probably the biggest that had arisen in pre- 
ventive or social medicine during the past 100 years, and 
was something which should be considered carefully by the 
Council. It should not be forgotten that that much-maligned 
person, the health visitor, had already played an important 
part in trying to solve the problem. 

Dr. F. M. RosE (Preston) said that the effect of the motion 
would be to take out of the hands of the general practitioner 
something which was an important part of his function. The 
place where aged persons could best be cared for was in 
their own homes. 

Dr. A. M. MAIDEN, in reply, denied that there was any 
intention of taking work from the general practitioner. The 
paediatric service, for instance, had no such effect. The 
accommodation and care of the aged were something which 
was beyond the general practitioner. 

The motion was carried. 


Whole-time State-salaried Service 
Dr. R. HALE-WHITE (Marylebone) moved : 


That this meeting, representative of all branches of the profes- 
sion, expresses its strong opposition to full-time salaried service, 


‘and reaffirms the resolution passed in May, 1946 : * The medical 


profession is, in the public interest, opposed to any form of 
service which leads directly or indirectly to the profession as a 
whole becoming full-time salaried servants of the State or local 
authorities.” 


The motion was carried nem. con., only one member 
failing to vote. 

Organization 

Dr. J. A. PRiDHAM, Chairman of the Organization Com- 
mittee, moved on behalf of the Council the Annual Report 
under “ Organization.” 

Membership at December 31, 1952, had been 67,905; 
at the present moment it was 66,767—a most satisfactory 
figure—and there was every reason to suppose that member- 
ship at the end of this year would be as good as or even 
better than last year. £40,000 had come in before Janu- 
ary 1 from subscriptions paid in advance. Thanks were 
due to honorary secretaries for their help in the member- 
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ship drive and in the financial situation. Some £2,000 or 
more had been returned from Divisions in balances which 
were not necessary, and all Divisions had been very 
moderate in their requests for funds with which to carry 
on their work. In order that the master budget of the 
Association could be arranged in good time the Organiza- 
tion Committee would ask honorary secretaries to make 
their indents at the end of the summer. With regard to 
policy, last year the Organization Committee had been 
asked to look into the resolutions passed by the Represen- 
tative Body before the 1948 Act in order to consider their 
effect upon the coming in of the Act. For once, the legal 
and the common-sense views had coincided. A resolution 
had been passed upon entering into the Service which pro- 
vided that all resolutions which affected the Service were 
rescinded except those concerned with matters which were 
still under negotiation with the Government or which were 
not affected by the Act. With regard to the Medical Act 
and provisionally registered practitioners, students now 
qualified had ‘to do a year in hospital—a regulation which 
had come into force on January 1 this year—and a certain 
number who had entered just after the war and had received 
grants were incurring hardship. The matter had been taken 
up with the Government and sympathetic consideration 
accorded, as a result of which the small number of men 
and women concerned had been relieved by special grants. 
The Newly Qualified Practitioners and Students Subcom- 
mittee of the Organization Committee had been set up as 
a liaison body through which students could bring their 
affairs before the Association, and all were satisfied with 
the prompt and successful action which that subcommittee 
had taken. -Some students had felt that the certificate of 
satisfactory service granted at the end of the year in hospital 
should be granted as a matter of course, or that, in the 
event of its being withheld, there should be a right of 
appeal. But, in fact, if the certificate were withheld the 
student had the right to show cause why he ought to have 
received it, and so in that way he could appeal to the 
licensing body against the refusal of the certificate. The 
first year of the scheme had yet to be completed, and it 
would be necessary to watch the situation to see how it 
worked out. 

Dr. H. S. Brown (Blyth and Morpeth) moved that the 
Secretaries Conference be held in conjunction with the 
Annual Representative Meeting. 

Dr. F. A. BetamM (Guildford), speaking as a secretary, 
said he disagreed with the motion. The statement that it 
would save time was not correct. It would not save time, 
but would in fact add another day. 

Dr. C. V. Brown (Manchester) said that there was a 
tendency for the Representative Body to get a little stale, 
and in his view the problems could more usefully be dis- 
cussed on another occasion. 

The.motion was lost. 


Overseas Representation 

Dr. PRIDHAM moved the following recommendation of 
Council : 

That the representation of the overseas Branches in the Repre- 
sentative Body be modified to provide: 

(a) That every Branch not in Great Britain or Northern 
Ireland shall form a constituency, except that the Branches in 
the Republic of Ireland shall together form one constituency. 

(b) That each constituency thus formed shall be entitled to 
elect one Representative, together with an additional Represen- 
tative for each complete number of 100 members in excess of 
50 members, subject to a maximum of three Representatives. 

(c) That provision be not made for the appointment of 
Deputy Representatives. 

He pointed out that most Overseas bodies were organized 
as Branches, but some were organized as Divisions, with the 
result that some areas had a large number of Representa- 
tives whereas others had a smaller number in proportion to 


their size. 
This was agreed. 


Amendments of Articles and By-laws 


Dr. PRIDHAM moved approval of the alteration of the 
articles and by-laws of the Association in the manner shown 
in Appendix III (para. 99 of the Annual Report). . 

Dr. J. M. GrBson (Public Health Seivice) called atten- 
tion to the definition given of a “Public Health Service 
Member,” and said that in his view the implications of the 
definition were not fully appreciated when it was agreed 
to, because it meant that when a medical officer of health, 
after perhaps 40 years’ service, reached the age of 65 he was 
no longer a public health service member. He suggested that 
it was not quite fair. There was no reason why a man who 
reached the age of 65 should be excluded, excommunicated, 
or disenfranchised, which was what the definition meant. 

Dr. K. Cowan (Public Health Service) said that if the 
proposed by-law were referred back it would mean that 
for a year all the members holding combined appointments 
would not be members of the public health service. He 
was prepared to give Dr. Gibson an undertaking that the 
Public Health Committee would look at the matter again, 
and, if thought fit, would bring forward an altered by-law. 

Dr. J. M. GiBSON said that if certain people were de- 
barred from being public health members, as Dr. Cowan 
had explained, he would withdraw the motion, accepting 
the assurance that the matter would again be considered 
in due course. 

The motion to refer back was withdrawn on the assur- 
ance that the matter would be reconsidered in due course. 

The approval of the alteration of the articles and by-laws 
as set out in Appendix III was agreed. 


Autonomous Bodies 


Dr. PrRipHAM further moved as a Council recommenda- 
tion : 

That the autonomous powers of the General Medical Services 
Committee and the Central Consultants and Specialists Com- 
mittee be renewed in respect of the year 1953-4. 

That the Representative Body looks to these Committees to 
ensure (1) that no action be taken by either which may prejudice 
the interests of another part of the profession without full prior 
consultation with the appropriate interests, and (2) that their 
autonomous powers will be used so as to expedite and not delay 
the work of the Association. 

He recalled that the recommendation was formally moved 
and passed in the previous year, but for the benefit of Repre- 
sentatives who were attending for the first time it might be 
useful briefly to review the history. 

In 1911, when the membership was less than half the 
present number and when the Insurance Act was passed, 
there were many doctors affected by that Act who were not 
members of the Association. A meeting was called, and 
the wise leaders of that time set up a committee of the 
Association, staffed and financed by the Association, but 
which had membership, if necessary, of non-members. That 
Insurance Acts Committee, as it was called, functioned for 
30 years, and no disputes arose. When the National Health 
Service Act came into being a new body had to be formed : 
the General Medical Services Committee. Consultants and 
specialists also had to be organized. They knew that they 
would probably be in a permanent minority in the Repre- 
sentative Body, so they asked for and rather insisted on 
autonomy. When one body talked about its autonomy 
others followed suit, and now there were people saying 
that the Representative Body was not a sovereign body. 

He suggested that the Representative Body should pass 
the motion with entire confidence that the situation was well 
looked after, had worked well, and that as long as wise men 
ruled in all departments of the Association no difficulty 
would arise. 

Dr. K. C. BamLey (West Somerset) said that, whilst agree- 
ing that it should be continued for another year, West 
Somerset were not particularly happy about the set-up and 
hoped that the Council would always keep it under review. 

The motion was carried. 
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Proposed Reform of the Constitution 

Mr. H. H. LANGSTON (Winchester) moved : 

That an ad hoc Constitution Committee be formed to take 
evidence, consider and report on a reorganization of the Repre- 
sentative Body and such other constitutional matters as the 
Council may decide. 

The Representative Body was frequently referred to as 
the “ Parliament of the Association,” and rightly so, because 
it was the only body in the country which could speak for 
the whole profession and could bring the weight of the pro- 
fession behind the needs of each and every section. There 
was no doubt that its authority and prestige had increased 
steadily in the intervening years since its constitution was 
laid down 50 years ago, yet there had been no material 
change in that constitution, despite vastly changed circum- 
stances. The membership of the Association was now much 
jarger. The constitution of 1902 had been a magnificent 
piece of statesmanship, but the time had come for it to be 
re-examined. The motion merely urged the need for a 
review of the constitution and made no attempt to define 
the individual reforms that appeared necessary. Did impor- 
tant motions always get the attention they deserved? The 
Chairman had referred to the danger of getting bogged down 
with matters of detail: had it really been necessary to dis- 
cuss health visitors for nearly 45 minutes the other day ? 
Did large Divisions really need 10 representatives, and, if 
not, could the Association afford such lavish representation ? 
The membership of the Representative Body in 1902 was 
133, in 1938 it had risen to 366, and to-day 448 representa- 
tives could be present. Yet, for all its size, did the body 
adequately represent all the branches of the profession, and, 
if not, could such branches as were poorly represented rightly 
and fairly be expected to consider themselves bound by the 
decisions of the body? In recent years much had been 
heard of autonomy, The admission of the need for auto- 
nomy was in some respects an admission of weakness in 
regard to the solidarity of the profession and mutual under- 
standing among its members. Through reform of the Repre- 
sentative Body it should be possible to lessen the importance 
of autonomy and to make the profession less jealous of it. 

Dr. R. HALe-Wuite (Marylebone) supported the motion 
on the ground that if changes could usefully be made, so 
much the better; if not, a review of the constitution would 
at least provide the assurance that it was as good a constitu- 
tion as could be achieved in these days. 

Dr. H. G. Dow er (Gloucestershire) also supported the 
motion. 

Dr. K. C. BaiLey doubted if all were quite happy that 
the Association was running at its best. It was only neces- 
sary to think of the pathetic position of Council in having 
to withdraw its evidence which had been presented to the 
Royal Commission on Divorce—a state of affairs which did 
the profession no good. 

Dr. H. F. Morrit (North Glamorgan and Brecknock) 
urged that to reduce the strength of the Representative Body 
would be to increase the strength of certain cliques and 
cleavages within it. Such cliques should not be allowed to 
force their views down the throats of members in order to 
increase their own private, narrow influences within the 
Association. 

Dr. J. C. ArtHur (Gateshead) said that the only real 
difficulty with regard to the size of the Representative Body 
jay in fitting it into an appropriate hall, which scarcely justi- 
fied a wholesale reorganization. The fundamental unit of 
the Association was still the Division, and such weakness as 
lay in the Association lay in the Divisions. Proportional 
representation would reduce the interests of Divisions which 
were considered too small to have individual representation. 
The Representative Body was working pretty well; the 
Divisions were not always working so well. 

Dr. I. M. Jones (Sunderland) said that, after two full 
meetings on the subject in his Division, it had been unani- 
mously decided to oppose the Winchester proposal. With 
regard to the size of the Representative Body, a very full de- 
bate had been held in Dublin last year, when a considerable 
majority had turned down the same sort of proposal. The 


Annual Representative Meeting was always held in conjunc- 
tion with the Annual Meeting itself, and it seemed very un- 
likely that such successful and happy meetings could take 
place in small places which could not provide, apart from 
the size of the hall, all the entertainment and other activities 
possible in larger places. Some sympathy could be felt with 
Winchester on the financial side, but finances had to some 
extent been restored from last year’s very low ebb, and, 
as there was no reason to suppose that restoration would 
not continue, financial grounds alone did not seem to provide 
sufficient justification for altering the constitution. His Divi- 
sion were strongly opposed to any suggestion of proportional 
representation ; representatives were to be selected for their 
experience in the work of the Division and for their suit- 
ability as representatives. It would be a retrograde step 
to elect people simply because they were consultants, general 
practitioners, industrial medical officers, or anything else. 
The House of Commons had never at any time made any 
attempt to constitute itself on such lines. 

Dr. F. A. Roper (Cornwall) said that in his view the 
Representative Body in the course of the years had become 
too large for real efficiency, and it appeared to him that 
the alteration suggested would be amply and simply accom- 
plished by an amendment to the by-law. It now appeared, 
however, that a more cumbersome ad hoc Constitution Com- 
mittee to consider the whole problem was found to be 
necessary. He therefore asked the Representative Body to 
support the motion. 

Dr. G. SwirT (Winchester) said there appeared to be some 
confusion owing to the wording of the motion and the 
memorandum setting out Winchester’s own views. The 
points made in the memorandum were personal opinions 
and the meeting was not being asked to discuss those points. 

Dr. F. M. Rose (Council) said that in his view Winchester 
seemed to be suggesting something which was useful, and 
that the Representative Body should, after 50 years’ working, 
have a general review of the whole constitution in order to 


determine where the weak spots were, and to ensure that ; 


they were put right. 

Mr. LANGSTON, in reply, said that in moving the motion 
he gave instances of directions in which it was felt that 
things were not working as smoothly as they might, but 
the time had not yet arrived to decide whether the Body 
should be reduced in size. 

The Winchester motion was carried. 

Mr. LANGSTON further moved that the Committee to be 
formed should consist of 20 members, elected by the Repre- 
sentative Body, of which up to 50% might be members 
of Council, the members to be elected for their knowledge 
of the subject and not for any sectional interest. 

Dr. G. Swirt (Winchester) moved as an amendment : 

That Council be instructed to appoint this Constitution Com- 
mittee forthwith. 

Dr. D. L. Gutticx (East Herts) reminded the Repre- 
sentative Body that a decision had been taken to set up 
a Committee to review the Representative Body, and in 


. his view it would be most improper and would set a bad 


precedent if the Representative Body did not itself appoint 
that Committee. 

Mr. J. C. McCMAsTerR (West Somerset) opposed the 
amendment, because what Dr. Gullick had said was essen- 
tially true. Further, the greatest enemy was still apathy 
at the periphery. Whatever committee was set up, he 
sincerely hoped that ample opportunity would be given at 
Divisions to consider the results and to make constructive 
suggestions thereon. 

Dr. H. G. Dow ter (Gloucestershire) asked how the 
proposition which had been made would be implemented. 

The CHAIRMAN replied that if the motion were carried as 
it stood members would be asked to provide nominations 
and a vote would. be taken. If necessary a postal ballot 
could be held. 

Dr. A. B. Davies (Walsall) said that surely the Repre- 
sentative Meeting had sufficient confidence in the Council 
to leave it to appoint people considered best suited for the 
job. 
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Mr. LANGSTON expressed the hope that if the Council set 
up the Committee it would ensure that it was of adequate 
size and with a good representation from the periphery. 
It was also desirable to include in that committee represen- 
tatives of the younger members of the Association. 

The amendment was lost by 112 to 141 

Mr. LANGSTON, speaking to the original motion, said that 
the Winchester Division desired to have set up a Constitu- 
tion Committee of sufficient size to ensure that all points 
of view were discussed—particularly the view of the 
periphery—but, at the same time, a committee of workable 
size. 

Mr, J. C. McMaster (West Somerset) asked for the 
motion to be rejected. It had already been decided that a 
committee should be formed to consider the constitution, 
and it was difficult to think what more was required. In his 
view to consider the ways and means of setting up a com- 
mittee at such a late stage would be very foolish. The 
Council should be left to consider it at leisure. 

Dr. F. M. Rose proposed as a further amendment: 

That the Council be instructed to appoint this Committee and 
that not more than 50% shall be members of Council. 

He said that the amendment was intended to implement 
the main intention of the Winchester motion in a practical 
manner, to ensure that the committee was of reasonable 
size and was not loaded by Council members. 

Dr. GULLICK said he still maintained that the committee 
should be elected by the Representative Body. 

Mr. LANGSTON accepted the amendment. ‘ 

The amendment was carried, and again as the substantive 
motion. 

Dr. R. P. HeNprRy (Rugby and Sowth Warwickshire) 
moved that members of the Association, while ordinarily 
allocated to their Divisions purely on an address basis, 
might make application to Headquarters to be transferred 
to another Division (or Branch) if this was more convenient 
from the point of view of attendance at meetings. 

Dr. PRIDHAM pointed out that there was already a pro- 
vision in the Rules and Regulations to that effect, but the 
member in that case had no voting powers. 
that it should be referred to Council. 

This was agreed as a reference to Council. 


Association Branches 
Dr. G. CATHERINE Evans (East Kent) moved to request the 
Council to inquire into the position of Branches as inter- 
mediary between Headquarters and Divisions, having parti- 
cular regard to the increased efficiency and economy that 
might result from their abolition. 
This was agreed as a reference to Council. 


MEDICAL ETHICS 


Dr. RospertT Forpes, Chairman of the Central Ethical 
Committee, submitted the Annual Report under “ Medical 
Ethics ” and the report of the Council on Indirect Methods 
of Advertising, which forms Appendix II of the Annual 
Report. He told representatives that a booklet had been 
reissued to members of the profession dealing with various 
aspects of ethical conduct. It was a helpful booklet, which 
indicated what practitioners should do in certain circum- 
stances. The fact that it was helpful had been more than 
satisfactorily shown by the applications received from 
teachers of forensic medicine for it to be used in some of 
their lectures to students on ethical conduct. 

There had also been a discussion with representatives of 
the pharmaceutical profession with regard to sharing of 
premises, and an agreement had been reached with them 
which the Central Ethical Committee considered to be satis- 
factory, but which they had not seen fit to put into opera- 
tion. It was felt that in those cases where a doctor and a 
chemist were occupying the same premises, provided those 
premises were physically separated and entered by separate 
entrances, it would satisfy any ethical requirements. 

A considerable amount of advice had also been given to 
individual members of the Association on ethical prob- 
lems. Another problem had arisen following the issue of 


He suggested 


a circular by a regional hospital board to provide for the 
automatic transfer and disclosure of medical information 
to the Ministry of Health and the Ministry of Labour 
about people who were suffering from tuberculosis and 
who were about to be called into the Services. That matter 
was also receiving consideration by the G.M.S. Committee 
and the Consultants and Specialists Committee. 


Indirect Methods of Advertising 


Dr. ForsBes went on to move the recommendation of 
Council that the revised statement on indirect methods of 
advertising be approved. 

He referred representatives to Appendix II, where a state- 
ment was set out dealing with indirect methods of adver- 
tising. The Committee had been dealing with the matter 
for the past two years, and it was consequent upon a motion 
adopted by the Representative Body insisting that anony- 
mity should be a feature in the contract when practitioners 
undertook to appear on television or to take part in sound 
broadcasts. It was deemed desirable to look at the state- 
ment made in previous years and bring it up to date. An 
endeavour had been made to draw up a code of conduct 
which, if followed by practitioners, would relieve them of 
any criticism of unethical behaviour. 

The Committee was anxious to indicate that if sponsored 
radio became a reality practitioners should not engage in 
giving talks or appear in television if by so doing they were 
likely to associate themselves with the firms responsible for 
the manufacture and sale of proprietary remedies which 
might promote self-diagnosis and self-medication. 

Dr. Forbes recapitulated the points submitted by the 
Committee in favour of the motion. Some years ago, he 
said, a statement was published on indirect methods of 
advertising, and it would doubtless be agreed that there was 
such a thing as unethical advertisement. Some practitioners 
were prone on occasion to avail themselves of opportunities 
for advertisement in a manner which the Committee con- 
sidered unethical. 

He also recalled that the Representative Body in 195! 
carried a motion which was to the effect that, while it was 
recognized that public education on selected health matters 
was eminently desirable, the meeting was of opinion that 
close liaison should be established between the B.M.A. and 
the B.B.C. to control the selection of subjects and the scope 
of material presented to the public, and that practitioners 
approached to appear in such programmes, whether for 
sound or visual broadcasting, should insist on anonymity 
as part of the contract. That decision came to the Com- 
mittee, which had to consider in what manner it might be 
implemented. It was recognized that certain changes would 
have to be made to previous statements on indirect methods 
of advertisement, and the task was a difficult one. Words 
were chosen with some care, and Appendix IT was the result 
of the deliberations. 

He also reminded the Representative Body that in 1934 
the General Medical Council expressed the opinion that it 
was desirable in the public interest that registered medical 
practitioners should broadcast anonymously. Certain prac- 
titioners who had appeared on television or who had broad- 
cast over sound radio had been introduced with rather ful- 
some and unfortunate references to their clinical and aca- 
demic attainments and appointments, which had _ been 
followed by a flood of letters asking them to do something 
to help many of the listeners. 

There were also unfortunate revelations in certain sections 
of the Press of patient’s names, the incomes of practi- 
tioners, their addresses, and of the work upon which they 
were engaged. 

It was also to be hoped that leaders of the profession would 
show a good example in these matters. There was a distinct 
uneasiness that some favouritism was shown towards those 
who held high. positions in the profession and that less con- 
sideration was given to others who comprised the rank and 
file. 

Dr. C. P. Wattace (Guildford) said that in his view 
responsibility in the matter should be left fairly and 
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squarely on the shoulders of the General Medical Council, 
which had a disciplinary committee competent to give a 
sound opinion on such matters, and which could impose 
sanctions when necessary. It was a mistake for the Associa- 
tion to make rule after rule which it had no real power to 
exercise. 

In his view there was a greater danger in anonymity. 
When a man in public life had something to say he ought 
to say it and be in a position to stand by it. The same 
applied to the signing of bulletins with regard to public 
personages. It was wiser to allow doctors to sign a bulletin 
in regard to public ‘personages than that it should be 
anonymous. 

Dr. ALISTAIR R. FRENCH (Harrow) said that the rules in 
question were those of the Central Ethical Committee, 
appointed by the Representative Body as an authority to 
give guidance to all members of the profession. The 
General Medical Council, it had been stated, had no 
power to give an opinion on a hypothetical case, but that 
body had a statutory power, and indeed a statutory duty, 
to receive a complaint alleged in accordance with statutory 
regulations, and, having considered that complaint by the 
machinery provided for in the statutory regulations, it might 
then have to act in a judicial capacity in order to decide 
whether the complaint as to unethical behaviour was 
justified. It was therefore obvious that the General Medi- 
cal Council could not commit itself beforehand unless it 
had a set of facts upon which it could exercise its judicial 
function. There was an obvious need for some amplifica- 
tion of the very wide wording of section 6 of the Warning 
Notice; that was the only guidance which the General 
Medical Council could possibly give. The Central Ethical 
Committee had tried to amplify that wording in order that 
harassed secretaries of Divisions might have some authorita- 
tive guidance to interpret the wording of the Warning Notice. 
The whole matter was ultimately an ethical problem about 
which it was impossible to be dogmatic as it was entirely a 
matter for the individual conscience of the practitioner. 
The report of the Council was not intended to set aside 
rules, but merely put forward the observations of an 
authoritative body as a code of practice or as guidance to 
young practitioners who could not understand the extent 
to which the wide wording of section 6 of the Warning 
Notice should be applied. He asked the meeting to assert 
that there should be no deviation whatever from what had 
been the accepted high standard of ethical behaviour. 

The recommendation was carried. 

Mr. R. J. BLACKBURN (East Yorkshire) moved: 

That this meeting views with grave disquiet the tendency among 
certain members of the profession to allow their names to appear 
directly to the public notice in T.V. and sound radio programmes 
and in Press accounts regarding illness in prominent national 
figures (other than the Royal Family), and considers that such 
actions are not in accordance with the ethical rules of the Associa- 
tion and urges the central Council to take action in accordance 
with these accepted rules. 


The code of conduct laid down by the Association was 
being violated to an increasing extent (a) by the signing of 
bulletins on public figures ; (b) by the appearance of doctors 
on television. It would be difficult to say when a public 
figure ceased to be a public figure ; the dividing line would 
create a problem. If the practice were continued there 
might be no end to the bulletins which might be issued, not 
only centrally but on the periphery. It was possible to give 
a statement as to the health of a public figure without a 
whole list of names after it. As to television, the “ radio 
doctor ” was anonymous, and rightly so, and the same should 
apply to doctors on television. The Association had a power 
granted to it by public medical opinion, and surely the threat 
of expulsion or ostracism by the profession would be 
sufficient deterrent in most cases of irregularity. 

Dr. Forses, in reply, said that the motion went too far, 
in that the only exception that it allowed with regard to 
bulletins was in the case of royalty. He could not see that 
the issue of bulletins on public persons with the names and 
qualifications of their medical attendants constituted a form 


of advertisement which was unethical. To say that such 
signed bulletins should only be issued in the case of royalty 
was discriminating against public interest. He asked that 
those who were in sympathy with the motion at all should 
agree to its being referred to Council, or that, otherwise, it 
should not be carried in its present form. 

It was agreed to pass to the next business. 

Dr. S. Noy Scott, on behalf of Hendon, had a motion 
deploring the paragraphs which frequently appear in the 
gossip columns of the Press giving estimates and details of 
the incomes of medical men, and requesting that the matter 
be brought before the new Press Council as soon as possible. 

This was referred to Council. 


Loan of Hospital Records to Government Departments 


A recommendation of Council was on the agenda approv- 
ing of the following amplified statement on the loan of 
hospital records to Government departments: 

(a) Medical records may be lent to Government departments 
only when written consent has been given by or on behalf of the 
patient. (b) The form of consent signed by or on behalf of the 
patient should include a statement that the disclosure of the 
information contained in the records will not necessarily be to 
the advantage of the claimant. (c) Wherever practicable, and 
particularly where disclosure of information may have an adverse 
psychological effect upon the patient, the practitioner who com- 
piled the record, or, if he is not available, one nominated by the 
hospital authority for the purpose, should be consulted on the 
wisdom of disclosing to the patient all of the confidential informa- 
tion contained therein. 


Dr. Forses asked leave to withdraw this recommendation. 
Discussions had taken place with the Ministry of Health 
and the Ministry of Labour and approval of items (a) and 
(c) secured. He suggested that the resolution be re-presented 
at a later date in a mutually acceptable form. 

The amendment was withdrawn. 


PRIVATE PRACTICE 


Dr. I. D. Grant, Chairman of the Private Practice Com- 
mittee, presented the annual report under “ Private Practice.” 
On the question of the employment of doctors over 70 years 
of age as part-time officers on recruiting boards, pensions 
boards, etc., the policy of the Committee was that the 
ability of a doctor should be the sole criterion. Among 
other matters which had come before the Committee it 
had been agreed that mortuary accommodation needed a 
good deal of investigation by the Home Office. The secre- 
tary had gone into the matter and had discovered that such 
accommodation in many parts of the country was shocking. 
The Home Office had now been goaded into action and 
considerable improvement was expected to have taken place 
by next year. The hire-purchase scheme of cars for doctors 
had been under consideration by the Car Committee ; 277 
applications had been received, of which 168 had been 
granted, 55 refused, 7 had been withdrawn, and 47 were 
pending. 

The Unattended Telephone 

Dr. W. J. JoHNSON (Worcester and Bromsgrove) moved 
that even stronger pressure be brought to bear on the 
General Post Office in order that a satisfactory solution 
might be found speedily for the problem of the unattended 
telephone. The situation was increasing in difficulty, chiefly 
because of the lack of staff and the increasing number of 
automatic exchanges. Certain offers had been made, such 
as an extra directory entry, which would not be of much 
use if the doctor wanted to go elsewhere, while the record- 
ing apparatus had the apparently insuperable disadvantage 
that it could not answer back. The suggestion had been 
made that for the necessary period of time incoming calls 
should be sent to another doctor, which had been done by 
some rural exchanges in the past, but the G.P.O. had replied 
that that would be extremely difficult. However, Dr. John- 
son thought that it could be done. 

Dr. GRANT said that the Committee was in complete 
sympathy and a great deal had been done already. Glasgow 
had a special arrangement. Brighton a similar one, and 
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other towns were instituting the same thing. The Post 
Office had insisted that it was very difficult to arrange the 
interchange with automatic exchanges except for a period 
of some time, and it did not seem reasonable to ask for that 
at present. 

Dr. JOHNSON said that he had been informed by a col- 
league from Bristol who was on an automatic exchange 
that his number could be transferred to anywhere else with- 
out a moment’s delay and without any difficulty. It did not 
seem, therefore, that the difficulty was insuperable so far 
as the Post Office was concerned. 

The motion was carried. 


Life Assurance Forms 

Dr. T. J. EvaANs (Swansea) moved that the fee for the 
long form of medical report for life assurance should be 
increased from one and a half to two guineas. It was felt 
that the present fee was inadequate for the labour involved 
in filling up a long form, which might take 40 minutes 
or three-quarters of an hour. 

Dr. HALe-WuiTe (Marylebone) asked that the matter be 
considered as a reference to Council, as a number of doctors 
were only too anxious to undertake the work in question 
at the existing rate and were even asking for more such 
work. The motion, if carried, might prejudice the interests 
of such doctors. 

The motion was agreed as a reference to Council. 


Bonus-shift Certificates 

Dr. J. T. BALDwin (Lothians) had a resolution disapprov- 
ing of the issue of bonus-shift certificates to a miner unless 
he had been actually attended by the doctor during his 
illness, and asking the Council to reconsider reopening the 
question with the National Coal Board. The Coal Board 
had expressed its willingness not to require doctors to give 
a certificate for medical reasons if a miner’s wife was ill, or 
something of that sort; on the other hand, doctors were 
frequently asked to issue certificates to miners certifying 
that they were unfit to work on some occasion in the past 
about which the doctor had no information. Such certifi- 
cates were merely a repetition of the man’s own statement 
and if the Board were willing to accept them as such there 
seemed no reason why it should not accept them from the 
man himself without requiring the doctor to write it down. 
Further, the approval of the issuing of such certificates 
might produce laxity in certification generally. 

Dr. Grant said that neither his nor any other Committee 
had been consulted on the matter, otherwise no such certifi- 
cation would have been accepted. The National Coal Board 
and the National Union of Mineworkers had got together 
among themselves and had issued that dictum and certain 
doctors had been giving such certificates. The matter having 
now been brought to the attention of the Committee, all 
steps would now be taken to get the issue of such certificates 
put on a proper basis, if it was to continue at all. He 
asked that the matter be referred to Council. 

Dr. J. M. CAMPBELL (Ayrshire with West Wigtownshire) 
said that the certificate had been approved by the Associa- 
tion for years, had been extensively used during the war, 
and since then had been published by the Association. It 
was unfair to single out the coalminer as being the person 
who should not get such a certificate and at the same time 
approve of its issue to “any Tom, Dick, or Harry” who 
wanted an excuse for non-payment of hire-purchase for 
some article of household furniture. 

Dr. I. M. Jones (Sunderland) said that, while certificates 
for unfitness for work had been issued to miners, among 
others, for many years, the bonus-shift certificate was not 
more than 12 months old, and was the result of an agree- 
ment between the National Union of Mineworkers and the 
National Coal Board whereby the Coal Board agreed that 
from a certain date the bonus paid to a miner for working 
five shifts in a week would be paid to him regardless of 
whether he only worked three or four shifts in the week, 
provided he submitted a medical certificate in support of 
his claim. It was difficult to resist giving a certificate for 
bona-fide illness in such circumstances. But the Coal Board 


had gone further. Frequently a man told his doctor that 
he had been asked by some official of the Coal Board to 
produce a certificate respecting absence from work on some 
day on which the doctor had not seen the patient at all. 
As would be hoped, it usually happened that the doctor 
refused to give such a certificate, but pressure was then 
brought upon the doctor by local Coal Board officials to 
give the certificate in such a form as “I hereby certify that ” 
so-and-so “states that he was suffering from” such-and- 
such a malady on such-and-such a date. It was not the 
wish of doctors in coalmining areas that they should issue 
such certificates, but pressure was brought to bear upon 
them by the Coal Board. It frequently resulted in a con- 
siderable demand for such certificates, and sometimes in 
the mornings and in the evenings the surgery would-be 
filled with people waiting for certificates. Naturally, it 
took longer to decide that a man had nothing wrong with 
him than to establish a particular illness. The Coal Board 
ought to place itself in the position of any other employer 
and require a man to produce an excuse for absence if he 
could and then decide upon it. The Coal Board was trying 
to play soft with the miner and was pushing the onus on 
to the doctor. 

Dr. J. T. BALDWIN, in reply, mentioned the certificate 
which had been prepared by the Association, referred to by 
Dr. Campbell, and said that in his view it was not improper. 
A question which might be put to the Coal Board was why 
they needed any certificates at all in that case. 

This was agreed as a reference to Council. 


Duration Certificates 


Dr. R. P. HENDRY (Rugby) moved: 

That a practitioner should never comply with a request to 
issue a “ Duration Certificate”*—for example, a medical report 
about the previous health and medical history of a person who 
has died shortly after having been accepted for life assurance 
(without prior medical examination). Such a certificate could 
jeopardize, but could never be essential to establish the claim to, 


the assurance. 
In answering possible objections, he said, first, that where 


ethical considerations were involved any suggestion of 
financial loss did not matter. Secondly, it might be said that 
a decision of a previous meeting of the Representative Body 
would be rescinded, but the Representative Body had often 
had second thoughts in the past, and in his submission 
second thoughts in the instance under discussion would be 
wise, particularly in view of the excellent decision taken on 
ethical problems. Thirdly, from the point of view of public 
relations it might be suggested that an attempt was being 
made to conceal frauds on insurance companies. He sug- 
gested that it was a case of preserving inviolate professional 
secrecy, which was much more important. There were 
already adequate ways open to insurance companies to 
avoid being defrauded. Finally, the duration certificate 
appeared to be quite unnecessary and misleading. — 

Dr. GRANT asked the meeting to refer the motion to 
Council. If it were carried, as the position stood, it might 
very seriously jeopardize a patient’s ability to collect small 
industrial insurances which were carried out without medical 
examination. 

This was referred to Council. 

A motion was moved by Perth that the fee and mileage 
allowance under the Road Traffic Act, 1934, should now be 
reviewed. 

Dr. ALISTAIR R. FRENCH reminded Representatives that 
the fee of 12s. 6d. plus 6d. a mile for every mile beyond 
two miles was actually defined in the Road Traffic Act, 
1934. An Act of Parliament would be necessary to revise it. 

It was agreed to pass to the next business. 


The Encouragement of Private Practice 
Dr. J. O. M. ReEs (Guildford) had a motion deploring the 
absence from the Annual Report of any constructive step 
directed towards the encouragement of private practice, 
which still remained part of the stated policy of the Associa- 
tion. Examined from every point of view, he said, it would 
not be possible to overstress the importance of encouraging 
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private practice. A State monopoly in medicine was un- 
desirable, and private practice should be encouraged to con- 
tinue as an alternative for those who desired it, for those 
who preferred that type of work, and as a stimulus for the 
Health Service itself. 

The motion was carried. 


SCIENCE 

Mr. J. R. NicHOLSON-LaILEY,: chairman of the Science 
Committee, presented the report under “ Science.” 

In so doing he thanked, on behalf of the Council, the 
various examiners who had examined the essays which were 
submitted. With regard to the Association’s Research 
Scholarships, it was a little disappointing that the num- 
ber of scholarships had been reduced owing to financial 
stringency, but it was hoped that with better times ahead 
the number would be increased. An economy in the work 
of the library to the extent of some £900 had been effected 
in the current year by asking borrowers to pay their own 
postage. 

Control of Therapeutic Substances 

Dr. K. S. Maurice-SmiITH (Isle of Ely with Peterborough) 
moved to request the Council to consider the advisability 
of seeking restrictions on the free sale of oestrogen pre- 
parations in view of the known dangers of these prepara- 
tions and also in view of the known abuse of present un- 
restricted sale to members of the public. 

This was agreed to. 


Press Announcements of New Drugs 

Dr. W. G. H. ALLEN (Consett with Hexham) moved to 
express concern about the effect of premature and exagger- 
ated reports in the public press of new drugs still on trial. 
He referred to a recent article concerning a new drug which 
gave only half the story. Subsequently a small paragraph 
appeared relating to the death of two women in London due 
to the drug. Irresponsible accounts of new drugs in the 
Press could cause death as well as despondency. 

Mr. NicHoLson-LalLey said that doubtless everyone would 
support the motion; the difficulty was in knowing how to 
apply it. There were various organizations representing 
sectional interests in the Press which might have copies 
of the regulations, or representations might be made to 
the new Press Council when it was set up. 

The motion was carried. 


REFORM OF THE N.HS. 

Dr. A. V. RUSSELL, on behalf of the Amending Acts Com- 
mittee, presented the Annual Report under “ Reform of the 
National Health Service.” He said that the Amending Acts 
Committee had been largely concerned with finding methods 
for removing the practice of medicine from the arena of 
party politics and substitution so far as possible for the 
principle of compulsion the safeguarding of independence 
and the freedom of the medical practitioner. 

As regards the question of goodwill, the financial position 


of the Association necessitating a reduction in the number © 


of meetings, together with the illness of three members, 
proved to be a handicap in the work. 

He assured representatives that any instruction of the 
Council on the question of goodwill would not be considered 
in the light of a vote of no confidence. The Committee 
would welcome it as an encouragement to continue its work. 

This was agreed. 


Co-operation in the N.HLS. 

Dr. M. L. H. Evans (Lewisham), on behalf of Greenwich 
and Deptford, moved : 

That this Annual Representative Meeting believes that greater 
co-operation between the four divisions of the Health Service— 
namely, local health authorities, regional hospital boards, teach- 
ing hospitals, and executive councils—is urgently necessary alike 
in the interests of patients and of economy of manpower. 

He said that the motion was self-evident as one for refer- 
ence to the Council. 


This was agreed. 


REVIEW OF GENERAL PRACTICE 


Dr. C. W. WaLKer, Chairman of the General Practice 
Review Committee, submitted the parts of the Report under 
“Review of General Practice.” 

He reminded representatives that in 1950 the General 
Practice Review Committee was constituted in order to look 
into general practice, its difficulties and trends, especially 
with reference to the National Health Service Act. That 
committee reported to the Council in May, 1952, the Council 
referred the report to the Standing Committee, and after 
consideration it was thought that the report should be pub- 
lished in a special number of the British Medical Journal. 
That was a very signal honour for a committee report, but 
the Council felt that it would be right that all members of 
the Association should read the findings and decisions for 
themselves. The report included a survey of general practice 
carried out by Dr. Hadfield, one of the Assistant Secretaries, 
on 188 general practices which were selected by means of 
random sampling. It was thought that the survey would 
give members a picture which they had not seen hitherto. 

The report was approved. 

The CHAIRMAN OF COUNCIL presented the portion of the 
Report under “General Practice and the Training of the 
General Practitioner,” and this was approved. 


EMPIRE MEDICAL ADVISORY BUREAU 


Mr. A. M. A. Moore, chairman of the Committee of 
Management of the Empire Medical Advisory Bureau, pre- 
sented the part of the report relating to the work of the 
Bureau. 

He said that the Bureau in 1952 had its busiest year to 
date and that all records were broken; 788 visitors were 
interviewed personally by the Director, and many hundreds 
of others were seen by his staff. Altogether 2,171 visits were 
paid to the Bureau by old and new visitors during the year. 

Personal contact had been maintained by the Director 
with medical schools, postgraduate institutions, hospitals, 
and other bodies able to assist visitors in educational fields. 

The social functions arranged by the Bureau continued to 
be much appreciated, and during the year about 1,100 over- 
seas and 500 United Kingdom guests attended the social 
functions. Tributes were received from visitors from over- 
seas, and great thanks were due to Sir Hugh Lett, whose 
wide vision was principally responsible for the establish- 
ment of the Bureau. Grateful thanks were also due to 
Mr. L. R. Broster, chairman of the Committee of Manage- 
ment, to Sir Lionel Whitby, chairman of the Advisory Com- 
mittee, and to Dr. Sandiford. 


OTHER ASSOCIATION ACTIVITIES 
Civil Service Medical Officers 


The CHAIRMAN OF COUNCIL submitted the parts of the 
Annual Report under “Other Association Activities,” 
including the memorandum of evidence for the Inter- 
departmental Committee on the Adoption of Children. 

He referred to relations with the Treasury on the remunera- 
tion of Civil Service medical officers. Regular meetings had 
been held with the Civil Service Medical Officers’ Organiza- 
tion and the Financial Secretary to the Treasury himself, at 
which the position had been maintained that as long as those 
doctors were dissatisfied with the conditions at present 
obtaining in relation to the Howitt report the mandate given 
by the Representative Body in the previous year—namely, 
that no advertisements for posts held by those doctors would 
be inserted—would be maintained. 

He assured representatives that the action taken in the 
matter was being very seriously considered by those con- 
cerned, who were disturbed about it and who would do a 
great deal to get it altered. 

The doctors in question were asking for one of two con- 
siderations : either that there should be set up a committee 
to reconsider the terms of the Howitt Report—that body to 
be one acceptable to doctors—or that the whole matter 
should be submitted to arbitration. On behalf of the 
Association it had been stated that there could be no lift- 
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ing of the ban unless the doctors concerned stated that they 
were satisfied. 

Dr. D. G. MorGan (Cardiff) moved: 

That this meeting is concerned at the continued failure to 
adjust the salaries of our medical colleagues in the Civil Service, 
and recommends the Council to consider further action to be 
taken to resolve the dispute. 

He welcomed the statement of the Chairman of Council 
and the policy of no surrender to the Treasury. There 
were involved 690 established and temporary Civil Service 
doctors, and an increase in their remuneration was long 
overdue. Some Civil Service medical officers were, how- 
ever, very concerned that the Association was indirectly 
helping the Treasury in the fight by accepting advertise- 
ments for part-time appointments in the Civil Service. 

Mr. K. R. Brown (Burnley) said that compared with the 
total membership of the Association the number involved 
in the proposal was very small. It was all the more neces- 
sary, therefore, that their interests should be looked after, 
particularly as the Treasury was proving to be obdurate. 

The CHAIRMAN OF COUNCIL, in reply, said that it had to 
be borne in mind that there were certain matters already 
agreed with reference to certain part-time appointments. 
These were concerned with Civil Service medical officers 
who did not come under the Howitt report. The matter 
now under discussion referred to medical officers who came 
under that report. 

The motion was carried. 

Dr. Doris OpLuM (Bournemouth) referred to the report 
which was being prepared by the Joint Committee of the 
Association and Magistrates’ Association in relation to chil- 
dren neglected in their own homes, and said that evidence was 
still being taken. She asked members who had any special 
knowledge or information on the subject to be kind enough 
to let the Committee have it. It was hoped to be able to 
present the complete report next year. The Report on the 
Illegitimate Child and the Law was still attracting a con- 
siderable amount of public interest, and it was possible that 
a Private Member’s Bill might be introduced before very 
long. 

This concluded the debate on the Report of Council. 

Under “ Any Other Business ” a motion “ That this meet- 
ing congratulates the Everest Expedition and in particular 
its medical members on their magnificent achievement ” was 
carried by acclamation. 

A hearty vote of thanks proposed by Dr. A. J. MACLEOD 
(Outer Isles) to the Chairman for his conduct of the meet- 
ing was carried by acclamation. The Chairman, in 
responding, paid a iribute to the work of the entire staff of 
the Association. The Annual Representative Meeting con- 
cluded its labours at 3.30 p.m. 
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121ST ANNUAL GENERAL MEETING 


The Annual General Meeting was held at the City Hall, 
Cardiff, on Monday, July 13, with the retiring President, 
Dr. P. T. O’FARRELL, in the chair. Among those present 
was the Lord Mayor of Cardiff. 

The notice convening the meeting was taken as read, and 
the minutes of the previous Annual General Meeting, held 
at Dublin on July 7, 1952, were confirmed. 





Induction of New President 


Dr. P. T. O'Farrell then, amid acclamation, inducted his 
successor, Mr. J. W. Tudor Thomas, and invested him with 
the presidential badge of office. 

He said: This handing over of office is an important 
event and no mere formality, for I am presenting to you 
as your new President one of the outstanding figures in 
British Medicine. 

Mr. Tudor Thomas was born in Ystradgynlais, in 
Breconshire,.and I understand he was the first graduate of 
the University of Wales. I hasten to assure you, however, 
that the University is a very young foundation. 


Mr. Tudor Thomas’s professional attainments are well 
known to you all for his name holds the reputation of 
renown in the world of ophthalmology. 

I do not propose to enumerate all his qualifications and 
distinctions, because they are a necessary part of the high 
position he occupies in the Principality. He is ophthalmic 
surgeon to, and a member of, the board of governors of 
the United Hospitals of this city. He is a member of the 
Medical Advisory Committee, and chairman of the Oph- 
thalmic Committee of the Welsh Regional Hospital Board. 
He is a lecturer in ophthalmology in the Welsh National 
School of Medicine. Last year he presided over the Section 
of Ophthalmology at the Dublin Meeting. 

Apart from these academic distinctions Mr. Tudor Thomas 
has been prominent and active in B.M.A. affairs as a Mem- 
ber of Council and of the Representative Body. He was 
past-chairman of the Cardiff Division and past-president of 
the South Wales and Monmouthshire Branch. He also 
inaugurated the moves which led to the establishment of 
the B.M.A. Welsh House. 

With such a record of service the B.M.A. is indeed fortu- 
nate in its new President, for he cannot fail to add lustre, 
dignity, and fame to this Association. 

It is indeed propitious that Mr. Tudor Thomas’s inaugura- 
tion as President takes place during this memorable Corona- 
tion Year, and closely coincides with the visit to this noble 
city of our Patron, Her Majesty The Queen. (Applause.) 

Before handing over this emblem of office I must refer 
to the outstanding work Mr. Tudor Thomas has done in the 
experimental and practical fields of corneal grafting. 

It can truly be said of him in the words of Oliver Wendell 
Holmes : 

“ He touched the eyelids of the blind, 
And lo! the veil withdrawn 
As o’er the midnight of the mind 
He led the light of dawn.” 


Mr. Tudor Thomas, by virtue of the authority entrusted 
to me, I hereby acclaim you President of the British Medi- 
cal Association. 

The PRESIDENT (Mr. Tudor Thomas): I thank you most 
sincerely for the honour that you have done me in electing 
me as your president. I thank you, too, for the kind recep- 
tion that you have just given me. I would like to thank 
Dr. O'Farrell from the bottom of my heart for his very 
kind words and to say what a great admiration I have for 
him—which I think we all have (applause)—and for the 
dignified and friendly way in which he has conducted the 
affairs associated with his office. (Applause.) This is for 
me a very great moment. I am very proud of the honour 
which has been conferred upon me, and particularly so 
because in so doing I know that you have conveyed honour 
on my Division, on my city, and on my country. 
(Applause.) I shall do my best to follow in the great 
traditions of my predecessors in office and to maintain the 
interests of the Association. I know that I can count on 
your co-operation and help, which is essential and a great 
comfort, The interests of the Association, I am quite sure, 
are the interests of medicine, and those are dear to all of 
us. I do not propose to take up any more time now, because 
I shall be addressing you this evening, but now may I say, 
with very sincere feeling, “Thank you very much.” 
(Applause). 

The Lorp Mayor OF CarpIFF (Sir James Patrick Collins): 
I would take this opportunity of congratulating our fellow 
citizen on his attaining the high office of your president. 
He has been not only a leading figure in your profession 
but a leading citizen of our city, and I feel sure that all 
the citizens feel indeed honoured and grateful that you have 
made him your president. (Applause.) Would you mind 
if I took this opportunity of expressing, as I feel all our 
citizens would want to express, our appreciation to the 
medical profession for the work they have accomplished at 
very great sacrifice to themselves in the interests of the 
whole community. I would hope that during the year 
many of the problems with which you are now faced will 
fade away. My age, I think, and my experience suggest 
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that I might offer some advice, and I will do so without 
a fee! (Laughter.) I want to say that I know some of 
your problems, but I have found, after 40 years of being 
actively connected with an association, that the first thing to 
do is to get together with everybody you know on the things 
that you are mutually agreed upon and let them bind you 
together, and those things that you disagree upon, I think, 
will have a good chance of being settled: (Applause.) I 
will conclude by expressing our sincere good wishes to you, 
Sir, during the coming year, and to the Association, for the 
solution of the many problems with which you are faced, 
and we can assure you, as ordinary laymen, that we do 
appreciate the work you are doing and wish you Godspeed 
and good luck. (Applause.) 

Mr. TupDoR THOMas expressed thanks to the Lord Mayor. 


Balance-sheet and Accounts 


The Balance-sheet and Accounts for the year 1952 were 
approved, and Messrs, Price Waterhouse and Co. were re- 
appointed auditors on the proposal of Dr. O. C. CARTER, 
seconded by Dr. K. HARROWER. 


The President-elect 


It was announced, amid applause, that Professor Sir John 
McNee, of Glasgow, had been elected President, 1954-5. 

Sir JoHN MCcCNEE thanked the meeting for the honour 
which they had done him in electing him President, and 
expressed the hope that next year’s Glasgow meeting would 
be most successful. 


Vote of Thanks to Retiring President 


The CHAIRMAN OF CounNciL (Dr. E. A. Gregg) moved 
a vote of thanks to Dr. O'Farrell for his services as Presi- 
dent. All would have the happiest recollections of the 
Dublin meeting. Dr. and Mrs. O’Farrell had exerted them- 
selves to the utmost for the comfort and entertainment of 
members during that meeting and for the success of every- 
thing connected with it. Dr. O'Farrell had regularly 
attended all the meetings at Headquarters and had taken an 
active, personal interest in all the affairs of the Association 
—an interest which, it was quite certain, would not cease 
upon his vacating the presidential chair. 

The vote of thanks was accorded with acclamation. 

Dr. O’FARRELL, in reply, said that he had had a very 
happy and contented term of office and that his wife, too, 
had enjoyed herself immensely. They had made many new 
friendships which they hoped would be lasting. Dr. 
O'Farrell paid a tribute to the help he had received from 
Headquarters and declared that if Dr. Tudor Thomas re- 
ceived anything like the attention which he himself had 
enjoyed from that source, the new president would also 
have a very successful and contented term. “ What little 
endeavours I have been able to make,” he concluded, “ have 
been devoted to trying to knit the profession as closely as 
we can be, by friendship and otherwise, and as I have 
represented a body which is affiliated to yours, or very 
closely connected with yours, across the water, I hope we 
have knit those bonds of friendship still closer.” 

The meeting was then adjourned until the evening for 
the President’s Address and other business. 








EXTRAORDINARY GENERAL MEETING 


An Extraordinary General Meeting followed the Annual 
General Meeting at the City Hall, Cardiff, on July 13, the 
President (Mr. W. Tudor Thomas) in the Chair. 

The notice convening the meeting, which appeared in the 
Supplement of June 13, was read. 

The PRESIDENT proposed as a Special Resolution: That 
Article 39 (2) be altered in the following manner: 

By the substitution of “ six weeks ” for “ two months ” in 
line 8, and “ three weeks” for “ one month” in line 9. 

The resolution was carried unanimously. 


IN CARDIFF 


It is 25 years since the Association last held its annual meet- 
ing in Cardiff. To most of the members, therefore, the 
spaciousness of the City Hall building came as a surprise 
and a delight. It is seldom that representatives are able to 
go about their business and pleasure in such comfort, and 
by commen consent the dignity and charm of the Civic 
Centre were beyond expectation. 


A Royal Occasion 


The visit of the Queen and the Duke of Edinburgh domi- 
nated the first day of the meeting. Cardiff was en féte, and 
an adjournment gave representatives the chance to join the 
throng and add a special greeting of their own to their 
Patron and to His Royal Highness, whose election to 
honorary membership of the Association had been unani- 
mously acclaimed early in the session. Some of the officers 
of the Association had the privilege of attending the Civic 
Luncheon. The retiring President, Dr. J. P. T. O'Farrell, 
and the then President-Elect, Mr. J. W. Tudor Thomas, had 
the honour of being presented to Her Majesty, who showed 
a lively interest in the B.M.A. 

Welsh skies were not at their brightest during the Repre- 
sentatives’ week-end, but Cardiff hospitality on the earth 
beneath atoned for any frowning in the heavens above. 
The Lord Mayor, newly knighted by the Queen, was a 
host in himself, and kindness and most willing service were 
extended by everyone, including the reception committee 
which met parties at the station and the drivers of B.M.A. 
cars who rescued hapless Representatives in the deluge 
which swept the city on Saturday evening. Gloom was 
cast over the Representative Body on Friday by the 
announcement of the serious illness of one Representative, 
Dr. John Clayre, of Southampton, and of an accident to two 
well-known Representatives of Marylebone—Mr. Dickson 
Wright and Mr. Lawrence Abel—actually on their way to 
the meeting. The accident took place on the Newport- 
Cardiff road, when their car collided with another and over- 
turned. Mr. Dickson Wright had to spend some time in 
Cardiff Royal Infirmary. Mr. Lawrence Abel made his 
appearance at the meeting later on bearing obvious marks 
of the encounter, but he spoke twice with his usual force. 
A reassuring message was also received regarding the condi- 
tion of Dr. Clayre. 

Business 

The agenda was relatively free from contentious matters, 
but the level of debate reflected more than usual credit on 
the speakers and on the ability of Dr. S. Wand, who was 
unanimously elected Chairman of the Representative Body 
for a further year. Some matters of outstanding impor- 
tance to the profession which were likely to be prominent in 
the discussions were mentioned by the Chairman of Council 
in his opening address. His forecast was accurate. The 
right to arbitration, the implementation of the consultants’ 
Spens Committee report, and the increase in legal actions 
against doctors were subjects discussed at length. There 
were lively debates on the relationship between general 
practitioner and health visitors, on the buying and selling 
of practices, and on the reform of the constitution of the 
B.M.A. 

Justice 

Dr. E. A. Gregg said about arbitration: “ This is a right 
which is a matter of common human justice.” He reminded 
his hearers that on the occasions when the profession had 
threatened to refuse service it had always been on a question 
of high principle. Dr. K. Cowan, chairman of the Public 
Health Committee, and other speakers who followed, pre- 
sented facts which left no doubt that successive Govern- 
ments had made no effort to fulfil an understanding with 
the profession come to in 1947 that implicit in medical 
Whitley machinery was free negotiation between employer 
and employee and in the event of disagreement the right of 
appeal by either side to an independent court of arbitra- 
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tion. Shed of the trappings of administrative detail the 
issue of the right to arbitration became a simple one of 
common justice, and the meeting made it clear that on this 
principle it was united. 


Consultant Betterment 

Another demand that undertakings should be met was 
contained in the motion from Nottinghamshire: “ That 
this meeting is of the opinion that an adequate betterment 
factor should now be accorded to the consultants and 
specialists, in conformity with the intention of the Spens 
report accepted by the Government and profession and 
already implemented in the case of general practitioners by 
the Danckwerts award.” This was carried unanimously in 
a packed hall. Dr. T. Rowland Hill, chairman of the 
Central Consultants and Specialists Committee, said that 
the Spens Report on remuneration of hospital medical 
staffs had been publicly accepted by the Government and 
by the profession. It now appeared that it was politically 
expedient to regard the Report as obsolete. Dr. Hill ex- 
plained that the consultants were not animated by a desire 
to get all they could from public funds, but they could not 
agree to a one-sided repudiation by the Government of the 
Spens report. The fight which was now on was first for 
equity, and secondly to obtain proper payment for 
consultants. 

Legal Actions 

A series of motions on the increasing tendency of the 
public to claim damages for alleged negligence reflected 
widespread concern in the profession. As the Chairman 
of Council put it, the liability of human agencies to error 
and mistake were now too readily seized upon and made 
a subject of a charge of negligence. Speakers thought that 
the free Legal Aid System encouraged people who had 
nothing to lose by it to “have a go.” It was a question 
of State aid aiding a claim on the State. There was little 
loyalty left towards the local hospital which now belonged 
to the State. Movers of resolutions asked that the B.M.A. 
should take some action in the medico-legal field, but what 
this should be was not clear. Other speakers pointed out 
the medical protection societies had long experience of the 
problems of litigation against doctors and that confusion 
would result if the Association attempted to join in in a 
matter which was not properly its business. The meeting 
agreed with this view and were content that the protection 
societies were alive and active and that nothing more could 
be done at the moment. The meeting carried a motion by 
Rugby and South Warwickshire as follows : 

That this meeting, (1) bearing ever in mind that medicine is not 
an exact science and that clinical phenomena never follow rigid 
laws, (2) asserts that medical practitioners should not be held 
responsible (and liable for damages) on account of an incorrect 
diagnosis, provided that reasonable care and attention has been 
given and no negligence has been proved, and (3) urges that steps 
should be taken to re-emphasize this principle. 


Sale of Goodwill 

A closely argued debate was held on the following motion 
moved by Marylebone, and finally carried by 144 votes 
to 137. 

That the Amending Acts Committee having recommended the 
restoration of the right to sell goodwill, this Representative Meet- 
ing instructs the Council of the Association to produce a scheme 
for the return of goodwill and to report to the Representative 
Body in 1954. 

Dr. E. C. Warner, who moved the motion, said that before 
the passing of the N.H.S. Act the profession had been united 
in its determination to preserve this right. The Amending 
Acts Committee, after careful examination of the problem, 
had concluded that the restoration of the right to buy and 
sell goodwill was essential to the welfare of the public and 
of the profession. Among the arguments for this was that 


it would protect the profession against a whole-time salaried 
service, would facilitate entry into practice and partnerships, 
and would enable the elderly practitioner to approach retire- 
ment by moving into a practice making fewer demands on 


him than the one in which he had spent most of his working 
life. One speaker pointed out that the goodwill was already 
there. No one could take it away. What was being sought 
was the restoration of the right to buy and sell it. Those 
speaking against the motion argued that it was unrealistic 
to try to restore the right to buy and sell N.H.S. practices 
and there would be no political support for it. No one 
advocating this had produced a practicable scheme. About 
one-third of the total compensation money had already been 
paid. The case for and against was recently debated, and 
the voting on it showed opinion to be almost equally divided. 


Constitution 


Opinions expressed in the Supplement during the last few 
months foreshadowed the motion by Winchester and Mary- 
lebone that a special committee be set up to consider a 
reorganization of the Representative Body. This was carried 
on Monday morning with the addition that the committee 
should also consider such other constitutional matters as 
the Council may decide. In moving the motion, Mr. H. H. 
LANGSTON said that circumstances had changed greatly in 
the 50 years that had passed since the constitution of the 
Representative Body was set up in 1902. Do we really need, 
he asked, over 400 representatives to lay down policy? 
Does the R.B. really represent all branches of the pro- 
fession? He did not want the meeting to go into the 
details of the changes that might be introduced, but rather 
to pass the motion so that the constitution could be looked 
at afresh. The meeting was evenly divided about who 
should appoint the committee. Eventually the vote decided 
that the committee should be appointed by the Council, but 
that not more than 50% of the members should be members 
of Council. Despite the affirmation by some speakers that 
all was well, the Representative Body felt that the fiftieth 
birthday of the constitution was a good occasion to look at 
it in the light of the present circumstances of the profession. 
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ARMED FORCES COMMITTEE 


Election of Direct Representatives 


The constitution of the Armed Forces Committee provides 
for a retired medical officer from each of the following 
branches of the Services to be included in its membership: 
Medical Branch, Royal Navy ; Royal Army Medical Corps ; 
Medical Branch, Royal Air ‘Force; Medical Branch, 
R.N.V.R.; R.A.M.C.(T.A.); Medical Branch, R.A.F.V.R. 

There are six vacancies to be filled for the 1953-4 session. 
Members of the Association at present serving on the 
active lists of each of the above six Branches and Corps are 
invited to nominate a retired medical officer (who must also 
be a member of the Association) of their own Branch or 
Corps as a candidate for election. Nominations, on forms 
to be obtained from me, must reach me by Monday, August 
17. Voting papers will be issued where more than one 
candidate is nominated. 

A. MACRAE, 
Secretary. 


Diary of Central Meetings 


JULY 
22 Wed. Transport Medical Standards Subcommittee, 
Occupational Health Committee, 2.30 p.m. 
23 Thurs. G.M.S. Committee, 10.30 a.m. 
29 Wed. Executive Subcommittee, Joint Formulary Com- 
mittee, 2 p.m. 


Branch and Division Meetings to be Held 


East SUFFOLK Drvision.—At Ipswich Borough General Hos- 
eee, Friday, July 24, 8.45 p.m., meeting. 3-Dimensional colour 

Im: “ Mediastinal Tumours.” 

MONMOUTHSHIRE Diviston.—Sunday, July 19, treasure hunt. 

SoutH WALES AND MONMOUTHSHIRE BrRANCH.—At East 
Glamorgan Hospital, Church Village, near Pontypridd, Thursday, 
July 23, 3.15 p.m., 83rd annual meeting. 
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PROCEEDINGS OF COUNCIL 


A meeting of the Council was held in the Council Chamber 
of the City Hall, Cardiff, on July 11, Dr. E. A. Greao in 
the chair. 

Congratulations were accorded to the members of the 
Association whose names had figured in the Coronation 
honours, and also to Sir Hugh Linstead, M.P. 

The deaths were announced of Mr. R. G. Hogarth, Vice- 
President of the Association and a former President, and of 
Lieutenant-Colonel Arthur Martin-Leake, V.C. and Bar, and 
Gold Medallist of the Association. The members stood in 
silence as a tribute. 

The Chairman of Council reported that he had sent a 
telegram of congratulation to Dr. L. G. C. Pugh, senior 
member of the Association in the Mount Everest Expedition. 

A letter was read from the Honorary Secretary of the 
Worcester and Bromsgrove Division expressing thanks to 
the Council for the opportunity of looking after the silver 
tray which was originally presented to Sir Charles Hastings, 
and which the Association has acquired. “ We will cherish 


it and see that it is on display at every local B.M.A.. 


function.” 

The following names were put forward for the con- 
sideration of the Minister in connexion with the filling of 
vacancies on the General Nursing Council caused by the 
expiration of the term of office of certain members of the 
Council in September next: Mr. A. Staveley Gough, Dr. 
T. Rowland Hill, Mr. H. H. Langston. 

Dr. G. Clark Trotter was appointed the Association’s 
delegate to the forthcoming conference of the National 
Smoke Abatement Society. 

It was reported that a group consisting of the Chairman 
of Council, the Chairman of the Representative Body, and 
the Chairmen of certain interested committees had met and 
considered the evidence to be given to the Ministry of 
Health Committee which has been set up to review the 
cost of the National Health Service. The group 
considered that it was necessary to invite the standing 


committees specially interested in the problem to express 
their views on the evidence to be given. It was also pro- 
posed that the Scottish Committee should prepare evidence 
relating to the Service in Scotland, and present it to the 
Guillebaud Committee when it was sitting in Scotland. 
The group of chairmen is to be kept together as a steering 
and co-ordinating committee. 

Arrangements were reported for a dinner to be given at 
B.M.A. House to the members of the World Medical 
Association Council meeting in London in August. 

Preliminary reports from the Arrangements Committee 
for the Glasgow Meeting, 1954, and the Toronto Meeting, 
1955, were approved. 

The Science Committee submitted revised conditions 
which should apply to B.M.A. essay competitions, and 
these were approved. 

The Central Ethicah Committee brought forward a recom- 
mendation for submission to the Representative Body on 
the question of the loan of hospital records to Government 
Departments. This matter subsequently came before the 
Representative Body (see report of Monday’s proceedings, 
Supplement, July 18, p. 49). 

The catering establishment at B.M.A. House was the 
subject of a report from the Office Organization Com- 
mittee. Certain recommendations were agreed to under 
which the management of the whole catering establishment 
is to be vested in a special committee composed of the 
officers of the Association and five members appointed by 
the Council, at least one of whom should be a woman. 


Appreciation was expressed by the Council to Messrs. 
Harold Whitehead & Partners for their valuable services 
in connexion with the investigation of the departments at 
B.M.A. House. 

The business of the Council had to-be compressed with- 
in one hour in view of the early start of the Representative 
Meeting, and consideration of certain parts of the agenda 
was deferred to the next meeting on July 13. 
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First Meeting of New Council 


The first meeting of the new Council was held in the Coun- 
cil Chamber, City Hall, Cardiff, on July 13, at the conclu- 
sion of the Annual Representative Meeting. The reports of 
certain committees which had been postponed owing to 
pressure on time at the meeting of July 11 were presented 
by the respective chairman and approved. The Council 
then proceeded to the election of its Chairman, and on 
the proposition of Mr. A. M. A. Moore, Dr. E. A. GREGG 
was unanimously and with acclamation re-elected. 


The CHAIRMAN proceeded to welcome and introduce the 
new members of Council—namely, Sir John McNee, the 
President-Elect, Dr. H. D. Chalke, Dr. T. W. Davies, Dr. 
Neil Douglas, Dr. H. G. Dowler, Dr. J. O. M. Rees, and 
Dr. J. T. Rice Edwards. He also expressed regret at the 
retirement from the Council of an equivalent number of 
members, and thanked them for their services. 


The Council adopted Standing Orders and resolutions 
relative to its business. The minutes of the Annual Repre- 
sentative Meeting were examined and it was decided that 
there was no reason to take a referendum on any of its 
decisions. The members then proceeded to vote by ballot 
for the election of Council members on Standing Com- 
mittees, and to reappoint the Special Committees. The work 
of each of the Special Committees was reviewed, and where 
the reference was still undischarged they were reappointed, 
in some cases with a slight rearrangement of personnel. The 
number of Special Committees, including Joint Committees 
with outside bodies, was 26. 


With regard to the Constitution Committee, which a reso- 
lution of the Representative Body instructed the Council to 
set up, it was decided to postpone the appointment until 
the next meeting of Council in order to give time for con- 
sideration as to the best selection of members. 


The Council discussed at some length the policy with 
regard to meetings of committees during the session 1953-4. 
The practice in the last session was that, apart from the 
Central Consultants and Specialists, General Medical Ser- 
vices, Public Health, and Finance Committees, only two 
firm dates should be allocated to committees for meetings 
during the session, on the understanding that any committee 
could be called at additional dates if found necessary, and 
that any urgent business between meetings should be dele- 
gated to a small executive subcommittee with power to take 
action and to report to Council. The necessity of continu- 
ing economy despite the improvement in Association finance 
was stressed. On the motion of Dr. WAND, seconded by Dr. 
I. D. GRANT, it was agreed to revert to the normal number 
of meetings in the schedule of committee dates for the new 
session, but to include certain dates in brackets to indicate 
that meetings arranged for these dates would be cancelled if 
not found absolutely necessary. 

Dr. Frank Gray and Dr. W. Woolley were reappointed 
as representatives on the council of the Society of Medical 
Officers of Health, and Dr. H. Guy Dain (or his deputy), 
Dr. K. Cowan, and the Secretary of the Association as 
representatives on the Civil Service Medical Officers Joint 
Committee. 

A letter was read from the General Secretary of the 
Canadian Medical Association accepting the invitation for 
a meeting conjointly with the British Medical Association 
in England in 1959, and adding that his Association had 
instructed him to invite the B.M.A. to nominate one of its 
members as President of the Canadian Medical Association 
for that year. It was requested that the nomination should 
be made before June 1, 1957. The Council agreed that a 
letter of thanks be sent to the Canadian Medical Associa- 
tion and that consideration be given to the question of 
nomination at a later meeting. 

The Secretary also read a letter which had been received 
from the New Zealand Branch suggesting the holding of the 
Annual Meeting in that Dominion in ‘1959 or 1961 in con- 
junction with the New Zealand Biennial Conference. It was 


agreed to thank the New Zealand Branch and to inform 
them that the earliest date that could be considered was 
1961, and that the matter would come forward at the next 
meeting of Council. 





BRITISH MEDICAL GUILD 


A meeting of the Trustees of the British Medical Guild 
followed the Council meeting. Dr. Gregg was reappointed 
chairman, Dr. Frank Gray treasurer, and the executive com- 
mittee was re-elected. A statement was made on the 
financial position of the Guild Trust Fund. 








ADJOURNED ANNUAL GENERAL MEETING 


The Adjourned Annual General Meeting was held in the 
Park Hall Cinema, Cardiff, on the evening of July 13. The 
President of the Association, Mr. J. W. Tupbor THomas, 
presided, and was accompanied on the platform by the Lord 
Mayor of Cardiff (Sir James Patrick Collins), the immediate 
Past President (Dr. P. T. O'Farrell), the President-elect (Sir 
John McNee), and the principal officers of the Association. 
Most of the members in the very large assembly were in 
their academic robes. 


Introductions 


The CHAIRMAN OF CouNcit (Dr. E. A. Gregg) introduced 
to the President the following delegates from kindred 


Associations : 

Austrian Medical Association, Dr. W. DEMUTH 

Danish Medical Association, Dr. Jacop RAFT 

Irish Medical Association, Professor W. J. O’DONOVAN 

Medical Association of South Africa, Dr. J. P. De Vittiers and Dr. 
M. H. DE VILLIERS 

Medical Association of Thailand, Dr. SMar CHANDAVIMOL 

Pakistan Medical Association, Dr. MUNAWaR ALI 

West German Medical Association, Dr. RUDOLF WEISE and Dr. J. 
KEHRINGS 

Swedish Medical Association, Professor A. WALLGREN 


This was followed by the introduction of representatives 
of Overseas Branches of the Association: 


AFRICA 
Dr. K. V. Apauya, Kenya Branch 
Dr. A. F. TusBoku-METZGER, Sierra Leone Branch 
Dr. A. A. LOVELL, Tanganyika Branch 
Dr. A. B. Raper, Uganda Branch 
Dr. KettH D. Youna, Zanzibar Branch 

AUSTRALIA 

Dr. E. A. Tirvey, New South Wales Branch 
Dr. J. G. Hunter and Dr. L. D. Watters, Queensland Branch 
Dr C. H. DIcKson and Dr. W. J. FLANaGaN, Victoria Branch 


FAR EAST 
Dr. I. MACKINTOSH and Dr. F. PARAMPALAM, Malaya Central Division 
Dr. R. A. PALLISTER and Dr. Lon Guan Lye, Malaya Northern Division 
Dr. R. J. GrovE-Wuite and Dr. Mary Grove-WuitE, Malaya Southerr 
Division 
MEDITERRANEAN AND MIDDLE EAST 


Dr. N. H. SKELTON-BROWNE, Aden Branch 
Dr. W. M. Forp-Rosertson,: Middle East Branch 


WEST INDIES 
Dr. Wripert J. S. Wriison, Jamaica Branch 
Dr. L. R. Wynter, Leeward Islands Branch 
Mr. J. HENRY PIERRE, Trinidad and Tobago Branch 
Mrs. O'Farrell then invested Mrs. Tudor Thomas with 
the President’s Lady’s Badge. 


Presentation of Prizes 


The PRESIDENT presented to the recipients the various 
Association prizes as follows: 

The Sir Charles Hastings Clinical Prize to Dr. M. I. 
Cookson, of Gloucester, for an essay on “A Survey and 
Commentary of Certain Aspects of Obstetrics of Importance 
to the General-practitioner Obstetrician.” 

The Occupational Health Prize to Dr. R. McL. Archibald, 
of Northwich, Cheshire, for an essay on “ Perforation of the: 
Nasal Septum due to Soda Ash.” 
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The Dawson Williams Memorial Prize to Dr. Helen 
M. M. MacKay, of London, in recognition of her researches 
on nutritional disorders in early life. 

Prizes were presented to the following student nurses for 
an essay on “Is Nursing a Vocation?”: Mildred P. 
Simson, Royal Northern Hospital, London, and Barbara M. 
Jamieson, West London Hospital; to the following State- 
registered nurses working in a hospital, for an essay on 
“The Role of the Married Nurse in the Hospital Service ”: 
Phyllis M. Kynaston, University College Hospital, London, 
and Gertrude E. Prior, Leicester General Hospital ; and to 
the following State-registered nurse not working in a hos- 
pital, for an essay on “ The Psychological Approach to the 
Patient’: Mrs. Ethel Forrest, Heston, Middlesex. 

Prizes were presented to the following medical students 
for an essay on “ A Good General Education is a Neces- 
sary Preliminary to a Medical Career”: Mr. T. R. Boyde, 
University College Hospital, Mr. R. D. Hyde, St. Thomas’s, 
Mr. R. Portal, Middlesex, Mr. P. J. Taylor, St. Thomas’s. 


President’s Address 


The PRESIDENT then delivered his address from the Chair. 
The address was published in the opening pages of the 
Journal iast week. 

At the close of the address Dr. S. WAND, Chairman of the 
Representative Body, in moving a vote of thanks, said that 
Mr. Tudor Thomas had had a very distinguished academic 
career, and had done great work in ophthalmology. But he 
was also a man who had endeared himself to everyone with 
whom he came in contact. He had found time to help in 
the work of the Association, and had served on local and 
central committees and on the Council. Cardiff was very 
proud of the honour bestowed on him that day, and they 
in the Association were proud to have him as their 
President. 

The remarks of Dr. Wand were endorsed by hearty 
applause. 

President’s Reception 


The President’s Address was followed by a reception at 
the National Museum of Wales, where Mr. and Mrs. Tudor 
Thomas received 1,250 guests. The museum, a treasure 
house of Wales, was open for inspection, and for the enter- 
tainment of those attending a selection of Welsh music, with 
the harp, was given by Osian Ellis in the Wilson Gallery, 
and cinematograph films depicting Wales were shown. 
Refreshments were served in a marquee. 





OVERSEAS CONFERENCE 
UNQUALIFIED PRACTICE IN THE COLONIES 


The Overseas Conference in connexion with the Annual 
Meeting was held at the City Hall, Cardiff, on July 15, with 
Mr. J. L. Gitks, Chairman of the Overseas Committee, 
in the chair. 
Chairman of the Representative Body were present. 

The SECRETARY of the Committee (Dr. E. Grey Turner) 
gave his usual annual survey. He first explained the com- 
position of the Overseas Committee. It consisted of the 
four officers of the Association ex officio, seven representa- 
tives of overseas constituencies elected by the ordinary 
democratic machinery of the Association to hold office for 
three years, two members appointed by the Council, two by 
the Representative Body, and one by the Organization Com- 
mittee, with power to co-opt two additional members for 
areas not otherwise represented. The Chairman of the 
Committee for some years had been Mr. J. L. Gilks, to 
whom the overseas members owed a tremendous debt. The 
work of the Committee consisted principally in looking after 
the affairs of the overseas Branches in the Colonies and 
foreign countries. It had no need to worry much about the 
affairs of the corporate Branches in the Dominions, which 
seldom required any-assistance from Headquarters. The 





The President of the Association and the’ 


Committee, however, always had to bear in mind that quite 
a large number of members were living in areas where there 
was no Association Branch. 

With regard to the representation of overseas constituen- 
cies in the Representative Body, the old system of represen- 
tation whereby each Division was a constituency for the 
Representative Body gave rise to curious anomalies. For 
example, the New Zealand Branch included seventeen Divi- 
sions, each of which was entitled to send a representative, 
yet the powerful New Zealand Branch itself was not entitled 
to send anybody. The same applied to Malaya. By reso- 
lution of the recent Representative Meeting, the Branches 
had been made the units for this purpose, with the same 
plan of representation as Branches in the United Kingdom, 
but with an upper limit of three. 


Future of the Colonial Medical Service 


Dr. Grey Turner went on to say that hitherto the 
British Commonweath had consisted of (1) self-governing 
countries which had their own universities and medical 
schools, and (2) non-selfgoverning countries which had no 
medical schools or very small ones, and were not able to 
meet their own requirements for doctors. A new pheno- 
menon was about to appear. In the near future countries 
which had not been able to supply their own requirements 
for doctors were going to be promoted politically into the 
self-governing category. This was the case with the new 
Central African Federation, consisting of the Rhodesias and 
Nyasaland, which had no medical schools, the Gold Coast, 
which could not afford a medical school for some years 
to come, and certain other areas. On the other hand, in 
the Caribbean, where it was possible that in the near 
future the Colonies would federate and form a new self- 
governing dominion, West Indian doctors had for many 
years past come to Great Britain and qualified, and they 
had their own medical school. Thus the future Caribbean 
Federation, and Malta also, did not fall into the category 
he was discussing. 

A country which was independent and self-governing but 
could not supply its own requirements for doctors could 
adopt one of two policies. It could adopt a policy of self- 
sufficiency, making use of such qualified doctors as it had, 
and in addition granting a bare legal recognition to semi- 
traired doctors, registering dispensers, osteopaths, herbalists, 
and so forth. There was a proposal now before the Legis- 
lative Council of the Gold Coast to carry out precisely that 
policy. This created a situation such as they had never 
had to face before. Let it be assumed that in spite of 
protests this proposed law in the Gold Coast came into 
force. If the Association condoned it, it was all against 
their traditions. Moreover, association with an unqualified 
practitioner was a serious ethical offence for which the 
practitioner was liable to be summoned before the General 
Medical Council. On the other hand, supposing the Asso- 
ciation black-listed the country, it might be argued that that 
was only making matters worse. A decision on this ques- 
tion would not be taken until events required it, but his 
Committee would be glad to have any views on the subject 
from the present Conference. 

The second policy which such a country might follow 
was that of recruitment from abroad. It could recognize 
that it was not self-supporting, and must bring in doctors 
from other countries. Such a policy had certain implica- 
tions. If a country wanted to attract doctors from abroad 
it must offer terms which would make it worth their while 
to settle there. For example, it might be found that it 
could obtain its own doctors for posts in the Government 
Medical Department at a certain starting salary, that salary 
might not be nearly sufficient to attract doctors from Great 
Britain or America, and the consequence might be that 
they would have two rates of pay, one rate for their own 
people and the other for people from abroad. Not only 
must the salary be sufficient but the conditions of service 
must be attractive. Libya, for example, last year became an 
independent self-governing country, and the British doctors 
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who had been working there were asked to remain on as 
employees of the Libyan Government. Quite quickly 
reports reached the Association of considerable dissatisfac- 
tion in the medical service and some resignations. Sup- 
posing it were found that in a new Dominion the medical 
service was treated in a thoroughly unsatisfactory way, 
what was the Association to do? Was it to condone the 
unsatisfactory conditions or to black-list the country? If 
the conditions were condoned they would be recruiting 
doctors for service which they regarded as intolerable ; on 
the other hand, if they black-listed the country they were 
cutting off a country with which they had a tradition of 
friendship. For some weeks now the Journal had refused 
to accept advertisements for the Libyan Medical Service. 

Thus there was a state of considerable uncertainty in 
some countries—the Gold Coast, Malaya, Nigeria—about 
the future of Government medical services. One solution 
suggested was short-term engagements, but these had the 
disadvantage that a man went out to a Colony, say in 
Africa, for three years, spent the first year getting acclima- 
tized, the second year learning the language, and came back 
in the third year. Another possibility was to offer a full 
career in the Colonies, but the only way in which the 
Secretary of State could do that might be to form a 
general colonial service, employed by H.M. Government, 
and seconded to the various Colonies, with pay and con- 
ditions guaranteed. The whole situation bristled with diffi- 
culties. It cut right across the whole tradition of self- 
determination in the British Commonwealth. There might be 
other solutions—some middle road—and the Overseas Com- 
mittee was giving deep thought to this very serious problem 
and had made an approach to the Colonial Office. 


Geographical Survey 


Finally, Dr. Grey Turner gave a brief geographical survey 
of the Branches. The Overseas Committee had received an 
agreed scheme for the unification of the Malayan Medical 
Service and had been hoping to receive some views from 
the Malaya Branch about this. The Committee had also 
successfully negotiated an improvement of remuneration in 
Borneo. The Seychelles furnished an example of a little 
group of unattached members whose interests the Com- 
mittee had been trying to serve. The salaries of the officers 
there were too low. Mauritius had had a salary revision. 
Kenya was passing through a troubled period. One of the 
causes of the Mau Mau uprising had been the rapid growth 
of population in East Africa. The Kenya Branch had 
directed attention to this subject as long ago as 1947, and 
could claim to be six years ahead of the Kenya Government 
in this matter. The three protectorates in Southern Africa— 
Basutoland, Bechuanaland, and Swaziland—which had 
British doctors recruited from the United Kingdom, had 
been passed by in the recent salary revision and the Com- 
mittee had been trying hard to put the matter right, so far 
without success. 

The Association had three Branches in foreign countries 
—namely, the Sudan, the Egyptian, and the Middle East 
Branches. The Sudan was passing out of the Anglo- 
Egyptian condominium. The Committee was trying to give 
it all the help it could in this time of transition. The Middle 
East Branch, which rose from the ashes of the Mesopotamian 
Branch, had held an annual meeting at which a first-class 
scientific and clinical programme was arranged. 

Cyprus was at present included in the “ Important Notice ” 
—a very regrettable state of affairs. The decision had been 
taken only as the last possible resort. When the Com- 
mittee finished its negotiations on salaries on behalf of the 
large Colonies it turned its attention to the small, and as 
long ago as 1950 it had a preliminary discussion with the 
Colonial Office about Cyprus. In August, 1951, the Asso- 
ciation submitted a comprehensive memorandum to the 
Colonial Office. No reply was received for nine months, 


and in May, 1952, the bald announcement was made of 
new salary scales, which had been arrived at without any 
proper consultation with the medical profession. The sala- 


ries were considered much too low in relation to the rest of 
the Colonial Empire, and certain medical officers were not 
put on the new salary scales but on other special terms. The 
Chairman of the Representative Body, on his way to another 
conference, spent a short time in Cyprus in October, 1952, 
but he was not enabled to meet the Governor. Some slight 
improvements were made, including a recognition by the 
Cyprus Government that the Branch could make repre- 
sentations to them concerning alterations, but alterations 
in the scale were refused, and on May 20 the Government 
of Cyprus was included in the “Important Notice.” The 
Committee felt that it was its duty after this long consider- 
ation to include Cyprus under this ban. 

With regard to other Branches, the Malta Branch had 
produced an interesting memorandum on the future con- 
dition of the medical service in that country. They were 
fully alive to the problem. In the Caribbean Branches 
a considered reply from the Colonial Office was still awaited 
on the Association’s proposals for a federal medical service. 
The Branches were well ahead in this matter. 


General Discussion 


Dr. P. T. O’FARRELL said that it might be necessary in 
some regions to employ in the medical service people who 
were not fully qualified, but he insisted that they should 
be on a separate register and not allowed to call themselves 
doctors. He also suggested that the Overseas Committee, 
owing to economic considerations, held too few meetings. 

Dr. S. WAND said that the suggestion had been made that © 
a sort of central pool should be created for the seconding 
of doctors in the Colonial Service. He thought that the 
present system could be integrated with such a pool. If 
there were a nucleus from which men could be seconded 
to certain areas it would solve some of the problems of 
those areas and also relieve the difficulties of absorbing 
these men when they came back to this country. Dr. 
R. A. PALLISTER and Dr. R. J. Grove-Wuite spoke of the 
conditions in Malaya and the need for doctors in the 
Colonial Service to be assured of opportunities for appoint- 
ment when returning to Britain. Some men could not get 
a job if they had been a number of years abroad and, so 
to speak, were off the ladder of promotion. 

Dr. K. V. Apavsa (Kenya) spoke, as did others, on the 
question of training medical auxiliaries in certain regions. 
Dr. Grey TURNER said that the proposal lying on the legis- 
lative table of the Gold Coast was to register and grant legal 
recognition to people who had not had an orthodox medical 
course at all. Dr. W. DE&GAZON said that there had been 
political pressure in Jamaica to put osteopaths on the 
register, with full status. This had been resisted, but their 
dental colleagues were now subject to similar pressure, the 
idea being to bring in unqualified dentists. It all emphasized 
the importance of having strong B.M.A. Branches. On this 
question of unqualified practitioners there could be no com- 
promise. Mr. J. HENRY PIERRE (Trinidad and Tobago) said 
that on this question of unqualified practitioners, whatever 
the British Medical Association might do, people who had 
that attitude towards medicine would persist in it. The aim 
should be to ensure that the qualified and non-qualified 
were kept in separate compartments, in distinct registers. 
Dr. WAND suggested that registration for the non-qualified 
should be only for a limited term, with, if necessary, pro- 
vision for extension. Dr. N. H. SKELTON-BROWNE (Aden) 
said that in Aden they were relatively well doctored, but 
the thought of unqualified practitioners being allowed to 
practise caused him perturbation. He had in mind some 
Arab practitioners in his Colony, who, when they carried 
out operations for cataract, for instance, obtained remark- 
able immediate results, but the final results were deplorable. 
The law in Aden allowed a dispenser to run a dispensary, 
but not to call himself a doctor. Dr. GREY TURNER 
said that what Mr. Pierre wanted was a register of 
medical auxiliaries, but if these unqualified people had 
a register nothing would stop them from getting full 


registration. 
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Dr. J. G. HUNTER (Queensland) said that the problem of 
the unqualified was not unknown in Australia. He spoke 
also of the difficulty of dealing with alien practitioners, 
mostly displaced persons, in Australia, in view of the large 
entry from Australian medical schools. In New South Wales 
during the last few years the average output had been 330 
graduates a year, and the wastage was under 100. Dr. C. H. 
Dickson (Victoria) also spoke of this problem. In New 
Guinea medical assistants were being employed under super- 
vision and were doing very good work. 


Empire Medical Advisory Bureau 

Dr. H. A. SANDIFORD, Medical Director of the Empire 
Medical Advisory Bureau, spoke of. the facilities which the 
Bureau at B.M.A. House had to offer and expressed the 
hope that overseas members would tell their colleagues 
about them and advise them to get in touch with the bureau 
when coming to this country. 

A vote of thanks to the Chairman concluded the proceed- 
ings, and afterwards the overseas delegates attended an 
“ At Home” given at Cardiff Castle. 

The luncheon to Overseas representatives was held at the 
Angel Hotel, Cardiff, on July 10, when Dr. S. WAND, Chair- 
man of the Representative Body, welcomed the visitors and 
Dr. J. G. Hunter, Federal Secretary of the B.M.A. in 
Australia, replied. 








REPRESENTATIVES’ DINNER 


At the conclusion of the first day of the Annual Represen- 
tative Meeting, the representatives dined together at the New 
Continental Café, Cardiff, Dr. S. Wand presiding. Later 
they were joined by the ladies for a dance. 

The speechmaking was by tradition limited to the pro- 
posal of the toast of the health of the Chairman. Dr. A. S. 
Wilson, in proposing the health of Dr. Wand, said that he 
did not suppose that any person had made a more extended 
tour of this country attending celebrations in his honour than 
Dr. Wand had done in recent months. It seemed strange 
to see Dr. Wand sitting in the Chair of the Representative 
Body, because it was not so many years ago that he first 
appeared in that assembly as a very determined critic and 
even something of a menace to the platform. It was never 
possible to squash him, for he always knew what he was 
talking about. He was also a man eager to enter into battle 
at any time and one who bore no malice afterwards. His 
ascent to high office in the Association was perhaps a sur- 
prise to himself. They in the General Medical Services 
Committee greatly regretted his departure from the Chair of 
that body, but they already had a deputy chairman in 
Dr. Talbot Rogers who had all the advantages of Dr. Wand’s 
assistance and was proving a very worthy successor. Allud- 
ing to the number of chairmen who had come from 
Birmingham, Dr. Wilson said that no doubt when better 
chairmen could be built Birmingham would build them. 
Finally he paid tribute to Dr. Wand’s modesty, his disclaimer 


of undue praise, and his ready acknowledgment of the - 


services of predecessors and colleagues. 

The toast was accorded musical honours. 

Dr. Wand said that they had had a memorable day. It 
had been suggested to him that this should be called a Royal 
Meeting. Some of them had been privileged to be present at 
the ceremonies in the City Hall, and the meeting itself that 
morning had elected H.R.H. the Duke of Edinburgh an 
Honorary Member of the Association. This was also a 
historic occasion on other grounds, inasmuch as it was the 
fiftieth meeting since the constitution of the Representative 
Body in 1903. To go still further back, he recalled some of 
the peculiar features of the organization of the Association 
100 years ago, when the membership of its Council was 
reputed *to be over 300. Much had been made of the 


number of Association chairmen who came from Birming- 
ham, but in its early years the Association was governed not 
from Birmingham but from a neighbouring city—Worcester. 
A great deal had happened since then, and he thought it 





could be said that those who were present at the Swansea 
meeting 50 years ago did a good job of work. 

At gatherings of this kind in the past it had been the duty 
of the Chairman to make some reference to those who had 
formerly held office. He would content himself with re- 
ferring only to a few of those who had worked as whole-time 
officials within the organization—Alfred Cox, George Ander- 
son, who died in the Association’s service, and then Charles 
Hill, during whose term of office the Association grew more 
rapidly than at any other period. Dr. Wand then referred in 
terms of warm appreciation to present members of the Head- 
quarters official and clerical staff. He then concluded by 
saying that during his own experience of the Representative 
Meetings there had been a great improvement in the standard 
of speaking. He had been struck in recent years by the 
extremely high quality of the speeches, which were terse, 
well thought-out, and usually not long enough to incur the 
warning of the red light. He believed that the quality of 
speaking in the Representative Body would compare favour- 
ably with that of any other assembly in the country. He 
begged the younger men to come forward and serve the 
Association. Any sacrifice which such service involved 
would be more than made up by the satisfaction which the 
work afforded. He was grateful to the representatives for 
putting up with some of the difficulties which he might 
create from time to time, and he begged a continuance of 
their good will. 





= — 





THE ANNUAL DINNER 


The Annual Dinner at the Cardiff Meeting was held in the 
Assembly Room of the City Hall on July 16. About 520 
members and guests assembled under the presidency of Mr. 
J. W. Tudor Thomas, who had on his left the Lord Mayor 
of Cardiff and on his right the Lord Lieutenant of Glamor- 
gan. Grace was said by the Archbishop of Wales (Most 
Rev. Dr. John Morgan). Immediately after the toast of 
“H.M. The Queen,” the President announced that a tele- 
gram had been received from Buckingham Palace: 

“The Duke of Edinburgh accepts with great pleasure 
your invitation to him to become an Honorary Member of 
the British Medical Association. His Royal Highness trusts 
that your meeting in Cardiff has been a great success.” 

The toast of “The Duke of Edinburgh, the Earl of 
Merioneth ” was then drunk. 


“The City and Port of Cardiff” 

Dr. S. WAND, Chairman of the Representative Body, pro- 
posed “ The City and Port of Cardiff.” He spoke of the 
unexpected beauty of the city. Its history was the history 
of the industrial revolution, and on this his first visit to 
Cardiff he had rather expected to find it shrouded in indus- 
trial gloom. Instead he had been greatly impressed by 
the cleanliness even of its smaller streets, while Cathays Park 
was perhaps the most beautiful civic centre in the world. 
The men who had contributed to the stateliness and pros- 
perity of Cardiff had combined with industrial enterprise 
true civic pride. Cardiff had welcomed the Association in 
a grand way, for which they had first of all to thank the 
Lord Mayor and Corporation. He had attended many 
Annual Meetings, but never one at which the chief citizen 
had been more helpful or more frequently with them. It 
had been a wonderful meeting, and one of the most memor- 
able things about it had been the magnificence of the civic 
hospitality. 

The Lorp Mayor (Sir William Collins), in responding, 
said that they in Cardiff were indeed grateful to those who 
had served before them and had brought the city to its 
present dignity. Unfortunately Cardiff was now faced with 
a crisis at the docks, but they were not despondent, they 
accepted it as a challenge to their day and generation, and 
the trouble would be overcome. Cardiff was a particularly 
healthy city. It happened that this was the centenary year 
of the appointment of its first medical officer of health. 
In 100 years the city had had only four such officers, two 
of whom were still with them—Provost Ralph Picken and 
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the present medical officer, Dr. Greenwood Wilson. It had 
been a great pleasure to have the British Medical Asso- 
ciation in their midst. He and the Lady Mayoress would 
be very lonely next week, for they had had the privilege 
of entertaining at the Mansion House nine of the medical 
visitors. He begged the Association not to wait 25 years 
before it came again. 


“The University of Wales” 

Sir Dante. T. Davies, in proposing the toast of “ The 
University of Wales,” said that when the Association last 
met in Cardiff, in 1928, the Welsh National School of 
Medicine, one of the constituent parts of the University, 
was only eight years old. On that occasion the then Presi- 
dent, Sir Ewen Maclean, had delivered an address on the 
theme of the increased responsibility of the medical profes- 
sion in the unknown to-morrow. His words had indeed 
been fulfilled by subsequent events. The University of 
Wales, said Sir Daniel, was the first university in the Empire 
to establish a chair of international relationships, also the 
second in Britain to establish a chair of tuberculosis. He 
mentioned the names of some of the sons of the university, 
such as Sir Thomas Lewis, who had made a great name in 
medicine. 

Lorp Harcecu, Pro-Chancellor of the University, said 
that the University was in fact a very small institution, but 
it was very proud that it had brought people from the wage- 
earning classes into touch with all the modern techniques 
of science and with the study of the humanities. It was a 
university democratic in origin and in structure and acti- 
vity. The School of Medicine was itself the great result of 
local effort and interest. He went on to speak of the extra- 
ordinary advances in curative and especially in preventive 
medicine as he had observed them during his travels in 
Africa. 

Sir CLEMENT Price THoMaAsS proposed the toast of the 
University College of South Wales and-Monmouthshire and 
the Welsh National School of Medicine, and said how 
grateful he was, as a Monmouthshire man, that that some- 


times forgotten county was included in the title. He spoke 
with pride of the medical school. 
PRINCIPAL ANTHONY STEEL, replying for University 


College, remarked that it was in University College that 
medical training first began in Wales, and, together with the 
Cardiff hospitals, it was the parent of the Welsh National 
School of Medicine. Like many parents, it was astonished 
at its offspring—its vigour from birth, and the fact that it 
spoke with a strong Scottish accent! 

Provost R. M. F. PIcKeN, who also replied, condensed 
his speech, in view of the lateness of the hour, into one 
sentence in which he acknowledged the compliments paid 
to the Welsh National School of Medicine. 


“The British Medical Association ” 

Sir RopertT WEBBER proposed the toast of the British 
Medical Association, saying that he did so at the behest of 
his old friend, their excellent President. What he lacked in 
knowledge of the Association was made up by the sincerity 
of his admiration for the profession as a whole, which he 
looked upon as the greatest in the world. Doctors spent 
their lives halving the sorrows and doubling the joys of the 
sick, the lame, and the blind, and he knew that the British 
Medical Association had done great service in safeguarding 
the profession and enabling it to carry out its task in free- 
dom. He had recently returned from Canada, where he 
had been interested to observe the tremendous pride which 
the medical men he met there felt in the British Medical 
Association and their own. Incidentally, he had found 
them very anxious to learn about the effect of the National 
Health Act in Great Britain upon the profession and upon 
the patient. Finally he spoke of his great delight in seeing 
Tudor Thomas in the Presidential Chair. His name was 
worthy to rank with other great names in contemporary 
Welsh medicine—names like those of the late Sir Thomas 
Lewis, Sir Horace Evans, Sir Daniel Davies, and Sir Clement 
Price Thomas. 


The CHAIRMAN OF CounciL (Dr. E. A. Gregg), in respond- 

ing, said that notwithstanding the late hour it would ill 
become him, speaking on behalf of the Association, if he did 
not say at any rate some of the things it was his duty to say 
on that occasion. This was a great event in the history of the 
British Medical Association ; it was the jubilee of the foun- 
dation of the Association in the form in which it now 
existed. The first meeting under its present constitution 
was held in South Wales 50 years ago, and it was felt 
most appropriate that in 1953 they should meet again in 
the Principality. : 
_ This was a great occasion also because their friends in 
Wales had nominated as the President of the Association 
for this year their very good friend and councillor, Tudor 
Thomas, who had already done a great deal for the Associa- 
tion. Under his guidance they had had an excellent Annual 
Meeting, discussing many matters, and preparing a pro- 
gramme of work for the coming year which they would do 
their best to carry through. But, apart from that serious 
aspect of the meeting, the surrounding atmosphere and the 
social occasions which belonged to a meeting of that kind 
had been unusually happy. They had received a wealth of 
hospitality. The preparations which had been made for the 
visit had astonished him, and the warmth of the welcome 
had touched their hearts and was something they would never 
forget. They were going away with the happiest memories, 
and hoped to be able to come back again soon. 


“The Guests” 

Professor GILBERT I. STRACHAN proposed the health of the 
guests. The guests could be divided into various categories. 
The first consisted of those who came from overseas, whom 
they were very glad to welcome. Then there were a 
number of others associated with Cardiff and Glamorgan, 
to whose hospitality the success of the meeting was very 
largely due. There were the representatives of the City and 
the University who had provided such excellent accom- 
modation and other facilities for the meeting. Another 
guest was the immediate Past-President, Dr. O’Farrell, who 
was to be congratulated on the way in which he had dis- 
charged his presidential duties during the past year. He 
associated two names with the toast, the Lord Lieutenant 
of the County, Major Traherne, who came of a family 
distinguished for a strong sense of public spirit, and had 
shown himself a man of outstanding ability in county affairs, 
and Dr. Wilder Penfield, O.M., who had been a Rhodes 
Scholar and had done great work at McGill University 
which had given him a world-wide reputation. 

The Lorp LIEUTENANT, in responding, said that Glam- 
organ had been glad to have this memorable meeting of the 
British Medical Association within its borders. This had 
been a great year for Cardiff, and one of the events to be 
remembered would be the visit of the Association. 

Professor WILDER PENFIELD said that in acknowledging 
the toast he could speak for his Canadian colleagues. At 
this time there was perhaps a greater feeling of fellowship 
among the profession on both sides of the Atlantic than 
ever before. In Britain they had had a great occasion in 
the Coronation of the Queen, but perhaps it was not realized 
in this country how much this had meant to English- 
speaking people throughout the world. In saluting his 
British colleagues he thought he could speak also to some 
extent for the American Medical Association. The British 
Medical Association was regarded on the North American 
continent with respect and affection. 


“The President ” 

The final toast was that of “ The President,” which was 
proposed by Mr. Rosert D. Owen, of Cardiff. He con- 
gratulated Mr. Tudor Thomas on accepting the responsi- 
bility of this great office and also on the way in which he had 
carried through the Annual Meeting. The name of Tudor 
Thomas was a worthy one to add to the list of Presidents 
over the last 120 years. He also paid a tribute to Mrs. 
Tudor Thomas. Tudor Thomas was a man greatly loved 
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by his colleagues, one who had never said an unkind word 
about his fellows, and as President he knew that. he would 
maintain the dignity of the Association. 

Mr. TuDoR THomas, who was loudly acclaimed on rising 
to respond, which he did just before midnight, thanked 
the company for the generous way in which this toast had 
been received and also thanked Mr. Owen for his kind 
reference to his wife. The British Medical Association was 
world-wide and stood for great ideals. Many great men in 
the profession had devoted themselves to its service. 
Some of them would spare an affectionate thought on this 
occasion for the distinguished Cardiff citizen who was Presi- 
dent of the Association when it last met in South Wales in 
1928—Sir Ewen Maclean. 

The President went on to express his appreciation of the 
secretariat of the B.M.A. for all that they had done in the 
work of the Annual Meeting, and then mentioned some 
who had been prominent in the local arrangements, in par- 
ticular Dr. J. D. Spillane, the Honorary Local General 
Secretary, and Mr. R. A. Mogg, his deputy, Professor G. I. 
Strachan, the Honorary Local Science Secretary, and 
Mr. A. S. Aldis, his deputy, also Mr. R. D. Owen himself 
for his work on the Local Arrangements Committee. Indeed, 
all the members of the various committees whose task it 
had been to look after the various parts of the meeting 
were to be thanked, not forgetting the ladies responsible for 
many of the social arrangements. Finally, for himself, he 
expressed his deep indebtedness to the civic and university 
authorities for their co-operation. 

The dinner concluded with the singing of “ Land of our 
Fathers.” 








CHRISTIAN MEDICAL FELLOWSHIP 

BREAKFAST 
The annual breakfast of the Christian Medical Fellow- 
ship was held at the Continental Café, Cardiff, on July 15, 
with the President of the Association, Mr. J. W. Tupor 
THomas, in the chair. In introducing the speaker to the 
large company, the President mentioned that the Rev. D. 
Martyn Lloyd-Jones was a member of the medical profes- 
sion before becoming a minister. He had worked at St. 
Bartholomew’s and in close association with Lord Horder. 
He was now the minister of Westminster Congregational 
Church. 

Dr. MARTYN LLOoybD-JoNes said that he had pondered 
much on the subject to choose for his address. Should it 
be about faith-healing or the relationship of the Church 
and medicine ? Finally he had decided to be governed by 
a medical dictum, and give the “ patient’ what he thought 
was the best thing for him, taking as his theme the doctor’s 
personal approach to life and to death. Those in the 
medical profession had certain peculiar temptations, per- 
haps the most serious being a proneness to objectify 
everything and take a detached view. In a way this was 
inevitable, because a doctor obviously could not allow him- 
self to be affected emotionally by every case he treated. He 
had to put up a protective barrier against the troubles and 
the suffering of others, and especially perhaps against the 
fact of death. The danger lay in this objectiveness becom- 
ing a fixed habit, so that he might fall into the terrible 
error of never really facing himself and his life at all. The 
speaker adapted an epitaph of which he had heard—* Born 
a man, died a doctor.” , 

For this complaint he had no need to prescribe for the 
patient. The prescription was ready to hand in the Bible. 
All that he, as a minister, had to do was to dispense it. He 
proceeded to read the story from St. Luke of the man who 
had laid up for himself riches on earth and when the time 
came to take his ease and enjoy himself death came to 
him, for which he had made no provision at all. Dr. Lloyd- 
Jones said he had no intention of speaking about riches. 
He read the newspapers and was therefore familiar with 
the fact that during the last five years doctors had become 
semi-paupers. What he was interested in was the kind of 
man this was in the story. He was a man who had prided 


himself on his hard-headedness, his worldly wisdom; he 
was a wise man who looked ahead, particularly proud of his 
foresight and carefulness, one who took an objective view 
of everything. And Christ had said that this man was a 
fool. He had failed at the very point where he had always 
thought himself strong; he had looked ahead and catered 
for every eventuality except one—he had not catered for 
the thought of death. 

It was a fact that in this world we very often failed 
to see the thing that was most clearly before us. One might 
say that doctors were not interested in death, but in life and 
health. That was true, but was there anything that tended 
to affect life more than death? The fear of death and the 
thought of death was one of the most potent factors affect- 
ing our health and our well-being from day to day. It was 
indefensible to refuse to face up to it. ‘ 

The man in the story was a fool because he had thought 
of himself in terms of possessions and success. This was 
an insult to his being and to his Creator, in whose image 
he was made. Man was more than a reasoning animal, he 
was destined for communion with God. This man had 
refused to face the fact that he would come face to face 
with God and justify himself. What had he done with the 
gifts God had given him? All gifts came from God and 
must be used as God intended. The only way by which a 
man could face the meeting with God was through belief 
that in Christ he had been offered forgiveness for all his 
wrongdoing. 

Again, the man was a fool because he was a poor judge 
of riches. True riches consisted in peace of conscience, not 
in the measure of possessions gathered in this world, and 
were to be found in the Gospel of Christ—the knowledge 
that death is not the end of life but the beginning of eternal 
life. 

Dr. Lloyd-Jones concluded: “I suggest to you that these 
are the things which the doctor needs to think of. You are 
gathered together to think of the patient and his needs 
and his diseases and the cures and the problems. It has 
been my humble privilege to say these few words, to beseech 
you, as a one-time medical man who still loves the profes- 
sion and every man and woman who belongs to it, not to 
allow the profession to make you forget yourself. You are 
a man, and not merely a medical man. Face yourself and 
what is inevitably true about you, as it is true about every 
other human being.” 

The PRESIDENT, in thanking Dr. Lloyd-Jones for his 
inspiring words, said that his rhetoric and delivery had kept 
the rapt attention of everyone, and all must have been 
struck, as he had been, by the obvious sincerity in every 
word he had spoken. 








CIVIC RECEPTION 


The City Hall, Cardiff, which for several days had resounded 
to medico-political discussion, transformed itself into an 


_arena of gaiety on July 15, when a civic reception and dance 


was attended by a company of about 1,000. The guests 
were received by the Lord Mayor (Sir James Collins) and 
the Lady Mayoress and by the President of the Association 
(Mr. J. W. Tudor Thomas) and Mrs. Tudor Thomas. 

Many of those attending were in academic robes. Among 
those present were the Chairman of Council and Miss Gregg, 
Dr. and Mrs. P. T. O'Farrell, the Archbishop of Wales 
(Most Rev. Dr. John Morgan), Sir Russell Brain (President 
of the Royal College of Physicians) and Lady Brain, Pro- 
fessor W. J. O’Donovan, of Cork, President of the Irish 
Medical Association, Sir Frederick Rees, former Principal 
of University College, Dr. R. M. F. Picken, Provost of the 
School of Medicine, and Dr. David G. Morgan, medical 
superintendent of Llandough Hospital. 

During supper in the Lord Mayor’s parlour a representa- 
tive from Hawaii, Dr. W. B. Quisenberry, director of the 
Bureau of Hygiene, assisted by his wife, performed the 
picturesque ceremony of Hawaiian welcome and farewell. 
Dr. Quisenberry garlanded the ladies of the company and 
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his wife the gentlemen, the garlanding being accompanied 
by the customary kiss and the Hawaiian salutation, “ Aloha.” 
Dancing continued until a late (or early) hour, and for 
the more serious-minded the civic treasures of Cardiff were 
on display. The flood-lighting of the City Hall and the 
adjacent buildings in Cathays Park, and the wealth of flowers 
and Coronation decorations made a brilliant spectacle for 
the visitors and for the crowd who watched their arrival. 





| 


POPULAR LECTURE 
SIR RUSSELL BRAIN ON DR. JOHNSON 


The Popular Lecture which concluded the proceedings of 
the Annual Meeting at Cardiff was given on July 17 by Sir 
RUSSELL BRAIN, P.R.C.P., whose subject was “ Dr. Johnson 
as Scientist and Patient.” The chair was taken by Mr. 
Tudor Thomas, the President, supported by the Lord Mayor 
of Cardiff and by the Chairman of Council and the Chair- 
man of the Representative Body. The Reardon Smith 
theatre was well filled. 


Johnson and Science 


Dr. Johnson, said the lecturer, was famous, not so much 
because of his literary achievements as because of his per- 
sonality, particularly as revealed by Boswell. But Boswell 
did not invent Johnson, he only reported him, and some of 
the less familiar aspects of Johnson were revealed from 
other sources and showed a mind wider in scope and richer 
in interest than the Johnson of Boswell. Boswell, for 
example, never suggested that Johnson knew anything of 
science, and yet from casual observations it was evident 
that Johnson had an eager interest in and some acquaint- 
ance with the scientific and philosophical discussions of 
the eighteenth century. The best account of Johnson’s 
interest in chemistry was given by Hawkins. At Streatham, 
apparently, Johnson contrived some chemical experiments 
until these were banned by Mrs. Thrale. At the close of his 
life he interested himself in and gave learned descriptions 
of the principle of the air-bladder or balloon, which was 
then evoking much public interest. He evidently had a grasp 
of both chemistry and physics. His limitless curiosity found 
scope also in natural history. He measured the rate of 
growth of his nails and hair. He was concerned about the 
disappearance of swallows in winter. He was vastly inter- 
ested in the kangaroo, first described by Captain Cook in 
1773, the year of Johnson’s tour of the Highlands, and 
there was a humorous account of Johnson’s imitating the 
shape and motion of the kangaroo, gathering up the tails of 
his big coat and making vigorous bounds about the room. 
One of the specimens taken by Captain Cook’s party was 
given by Sir Joseph Banks to. the Royal College of Surgeons, 
and it was only a few years ago that bomb damage at 
the College brought about the end of Johnson’s kangaroo. 
Johnson seemed to have been in touch with physiological 
research; in the Jdler he revealed himself as an anti- 
vivisectionist, and he also entered into evolutionary con- 
troversies concerning the orang-outang and the human tail 
which in some way anticipated Darwin. Sir Russell Brain 
quoted an instance in which Johnson revealed himself as 
an “unqualified practitioner,” prescribing for a lady, of 
whose complaint he had been told by her physician, a 
remedy which consisted of taking one ounce of dried orange 
peel, finely powdered, and divided into scruples, each scruple 
being drunk in a glass of red port—a medicine, he said, 
which was not disgusting. 


Johnson’s Infirmities 


In early life Johnson received the “royal touch” from 
Queen Anne, and he was a sufferer from many infirmitice, 
but he had a strong constitution which enabled him to 
survive to the age of 75. During the last ten years of his 
life he suffered increasingly from shortness of breath and 
cardiovascular incompetence. He took opium, two or three 
grains a night, for his dyspnoea. Sir Russell Brain showed 





portraits of the doctors who attended Johnson in his later 
years—in particular Richard Brocklesby, Dr. Warren, Dr. 
Heberden, and Mr. Cruickshank, the surgeon. 

The singular appearance and nervous habits of Johnson 
had often been remarked. He appeared to be in a state of 
constant agitation. Miss Reynolds, sister of Sir Joshua, 
described his extraordinary gestures, such as stretching out 
his arm in any direction with a full cup of tea in his hand, 
to the peril of the clothing of his neighbours, also the con- 
tinual movement of his head, hands, and feet, all in motion 
at the same time. Some people thought it was a nervous 
disorder, but had that been so he could not have controlled 
the movement when he wished, and this he certainly could 
do. Boswell suggested some form of St. Vitus’s dance, but 
Sir Joshua Reynolds declared that it came from habit in 
which he indulged by accompanying his thought with some 
form of physical action, and Sir Russell Brain believed that 
Reynolds and not Boswell was right. A Miss Hunter once, 
with great temerity, asked Johnson why he made such 
strange gestures, and his answer was, “ From bad habit.” 

Johnson was afraid of death and afraid of many things. 
He had a consciousness of guilt and sin, and periodical 
attacks of severe depression. It seemed ironical that a man 
of such disordered mind should have come to be regarded 
as the embodiment of British common sensé. But his mind 
must have been of exceptional quality. Was his mental 
gloom or disorder a handicap or was it the necessary accom- 
paniment, so to speak, of so virile an intelligence, a memory 
so remarkable, a habit of thought capable of such richness 
of association and verbal discrimination as made him the 
author of so famous a dictionary ? Madness was common, 
genius was rare, and Johnson with all his infirmities was a 
genius who had achieved greatness and immortality and 
was secure in the affection of mankind. 

On the motion of Dr. E. A. GrecG, Chairman of Council, 
a resolution of thanks was accorded by acclamation to the 
lecturer. 








OFFICIAL RELIGIOUS SERVICE 


The official religious service in connexion with the Annual 
Meeting was held at St. John’s Church, Cardiff, on July 
14. Members assembled and robed at the City Hall and 
walked in procession to the church. The service, con- 
ducted by the vicar, Canon T. M. Hughes, included thanks- 
giving for the advance of medical science and prayers for 
the medical profession and the hospitals and nursing services. 
The First and Second Lessons were read by the Chairman 
of Council and the President respectively. 

The preacher was the Archbishop of Wales (Most Rev. 
John Morgan, D.D.). After a reference to St. Luke, the 
beloved physician, he went on to describe the ideal doctor, 
adding that he could not suppose he would be as successful 
as Chaucer in depicting the ideal parson: 

“ . . Cristes lore, and his apostles twelve, 
He taughte, but first he followed it himselve ” 
—but it was a task worth attempting. In the first place, the 
doctor must have a sense of vocation. This needed explain- 
ing because the word “ vocation” had become precious ; it 
was usually restricted to the ministry, and it had come to be 
regarded as something rare and strange, possibly visionary. 
But “ vocation” was exactly what the word meant—a call- 
ing by God, a kind of request that each man or woman will 
do some particular work. The call, of course, might come 
in some dramatic way, but ordinary people were usually 
called to their work in some ordinary way, and the mistake 
must never be made of assuming that the extraordinary was 
necessarily more valuable than the ordinary. For each of 
them, happiness in his work came largely through the belief 
that he had been called upon to do it. No doubt a doctor 
could carry on his task without vocation. He might do so 
for a variety of reasons, some of them good, and others 
indifferent. But if a doctor had had no sense of vocation 
there would be a sense of frustration and disappointment. 
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He would be called upon to undertake monotonous and 
depressing tasks, to see people under conditions which 
emphasized their failings rather than their good qualities, 
and if he was not fortified by the sense of vocation he would 
be tempted to ask himself, “ Is it all worth while?” A man 
could rise above this only if he knew that he was not only 
doing good work but work to which God had called him. 
A real sense of vocation was a great protection. It was easy 
to see the harm that could be done by the exercise of mere 
competence without this higher calling. There were teachers 
who were able to impart knowledge to their pupils without 
giving them a love of knowledge. There were priests who 
could be silver-tongued in the pulpit and yet had no love 
for souls. 

In the world as it was at present there was probably a 
greater amount of philanthropy and care for the unfortunate 
than ever before in history, but whether that state of things 
was likely to continue with the decay of Christian belief 
was very doubtful. The Christian faith began with one 
commandment—* Thou shalt love the Lord thy God and 
thou shalt love thy neighbour as thyself.” Christ was the 
first person who had put together these two sentences 
from the Law of Moses. Through the centuries the two 
things had sometimes become divided again; it was rather 
like a candidate faced with an examination paper which bore 
the note, “ Attempt either.” Man could take his choice, 
either serve God or serve his fellow-man. And the next step 
would be inevitable. We saw around us many examples of 
kindliness and good nature, but we might not be far from 
the truth if we regarded them as remnants of the more 
Christian past. They were rather like the brightness that 
lingered in the sky after the sun had set. The goodness to 
be seen in this country was not a rock on which we could 
build a brave new world; it was rather a legacy from the 
past, because you could say “I believe in man” only after 
you had said “I believe in God.” 

The ideal doctor must also have imagination ; byt what 
was meant by imagination? To quote a dictionary defini- 
tion : imagination was a mental faculty for forming images 
of external subjects not present to the senses; a creative 
faculty of the mind. Having imagination did not really 
mean seeing things that were not true, it was rather a gift 
of seeing things from the point of view of someone else, of 
getting outside oneself and taking the larger view. It was 
often more than this, he knew, but he thought he had said 
enough. , 

In conclusion the Archbishop said that he had made no 
reference to professional training, nor had he touched upon 
the necessity for a high standard of morality, and these omis- 
sions had been deliberate. By making such omissions he 
was paying the profession the greatest possible compliment. 
““When one is ill and sends for the doctor it is taken for 
granted that he will be both competent and honourable, and 
this assumption springs from the experience, not just of one 
person, but of thousands over many years. Is not the fact 
that this is taken for granted the highest praise that society 
can give you in your great profession ? ” 








ROMAN CATHOLIC SERVICE 


Holy Mass was celebrated at St. Peter’s Church, Cardiff, 
on the morning of July 14. Roman Catholic members 
attending the Annual Meeting assembled and robed at the 
Mansion House, where a reception was held after the service. 

The celebrant was His Grace the Archbishop of Cardiff 
(Most Rev. Michael McGrath), and the sermon was preached 
by the Rev. Barrett J. Davies, B.D. In his sermon Father 
Davies devoted himself to the theme that the use of created 
things must not frustrate the purpose for which they were 
created. To the agnostic, he said, things might be used for 
any purpose for which they could be used. This led to the 
complete exploitation of Nature. In the modern sphere 
agnosticism produced humanism, a rejection of God as the 
last end of the universe, and the substitution of human 
convenience as its final purpose. 


“As doctors you are in the forefront of this conflict between 
humanism and Christianity. The campaign for euthanasia, con- 
traception, and so forth is increasing, and the agnostic cannot 
understand our objection to these evils because he sees no innate 
purpose in human life or its functions. There is no common 
ground on which he is prepared to meet us, precisely because he 
has been brought up in this modern heresy. To those who reject 
the revelation the existence of a Creator and the knowledge of 
the final purposes of the universe must remain unknown. 

“Tf we can do nothing as individuals to bridge this unfortunate 
gulf between agnosticism and Christianity we can at least safe- 
guard our own position. We can change belief into conviction. 
We must make it clear to ourselves as well as to others that we 
reject these evils not because they are forbidden by the Church 
but because they are intrinsically wrong ; they violate the divine 
order of thé universe. The half-hearted Catholic accepts the 
Church’s ruling on these matters reluctantly. He is torn between 
his loyalty to the Church and his desire to conform to the pattern 
of this world. This will not carry conviction to others. The 
agnostic will respect true conviction whenever he finds it. He 
will not ask his Christian colleague to do anything which violates 
his conscience if he feels that that conscience is formed, not 
by the prohibition of any external authority, but by a deep 
inner conviction. Such conviction comes only from a fully inte- 
grated personality.” : 

The death of Christ, said the preacher in conclusion, was 
a consecration of the whole human race to God, reconciling 
us and restoring the final purpose for which we were created. 
““On the Cross Christ offered Himself once for all; in the 
Mass I fulfil my part in that sacrifice, 1 offer the divine 
Victim for myself. He has already made Himself my Victim 
by dying for me. I also make Him my Victim by my co- 
operation. I declare that He truly represents me. I offer 
myself to God in union with Him. We may say that it is 
Christ who is sacrificed in the Mass, but it is ourselves that 


we Offer.” 








OPENING OF EXHIBITIONS 
The exhibition of medical and surgical appliances, drugs, 
foods, and books, and the scientific exhibition, both of 
which were housed in Sophia Gardens Pavilion, Cardiff, 
were opened by the President of the Association, Mr. J. W. 
Tudor Thomas, on Monday morning, July 13. In the trade 
exhibition 64 exhibitors had stands. 

The President, who was supported by the President-elect 
and the principal officers, said that they were very fortu- 
nate in Cardiff in having a large hall in which both exhibi- 
tions could be accommodated. The scientific exhibition was 
in the centre, and the trade stands grouped around. 

The nature of the trade exhibition was set out in the 
official catalogue. The firms exhibiting were of the highest 
standing, and, indeed, firms which were known all over the 
world. The quality of the goods displayed, from a minute 
thing like a hypodermic needle to a complicated piece of 
apparatus, was of the highest. They were carefully packed 
and attractively displayed, and everyone would find the 
greatest interest in looking round at what was on view on 
the stands. He thought he could say that the firms were 


_ out to please medical men, who were not always easy to 


please, but, in endeavouring to please them, what they were 
really trying to do was to produce something which was 
best for their patients. He expressed gratitude to the 
exhibitors, who had taken great pains and trouble in 
putting before them everything they needed. He hoped 
the exhibitors would derive some measure of benefit from 
the trade which would naturally and properly result from 
their efforts. 

In the centre was the Scientific Exhibition. Here there 
were 32 stands representing a great deal of carefully pre- 
pared work—research work—the result of much thought 
and planning. He knew, personally, in the case of some 
of the exhibits how much care and thought had been put 
into their planning. Here one could see the results of a 
great deal of modern thought in medicine, surgery, and 
pathology. The wide range of subjects covered by the 
exhibition was outlined in the Handbook of the Meeting. 
He expressed gratitude to the individual doctors and institu- 
tions whose medical departments had gone to so much 
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trouble to put these things together in a very attractive 
form in the exhibitions, and he declared both exhibitions 
open. 

The Representative Meeting was put back for a short time 
in order to permit of representatives making a tour of the 
exhibitions. 








THE TRADE EXHIBITION 


Seldom at an Annual Meeting has the exhibition of surgi- 
cal instruments and appliances, drugs, foods, books, and 
other equipment of interest or necessity in medical practice 
been so pleasantly housed as at Cardiff. The Sophia Gar- 
dens Pavilion is built for utility, but its architectural plan is 
pleasing, and it comfortably accommodated the stands of 
the trade exhibitors, and also, in an enclosed centre, the 
scientific exhibition, to which various schools, public health 
departments, laboratory services, and research institutes had 
contributed. At the end of the hall, on a dais, was the 
registration counter for members and a display by the British 
Medical Association of the many journals which it now 
publishes. The exhibition had a uniform scheme of general 
decoration, leaving plenty of scope for individual arrange- 
ment. As space is insufficient to give a description of each 
stand, and to mention some exhibitors and not others would 
be invidious, only a visitor’s impression can be given. 


Antibiotics and Hormones 

Almost half the stands were devoted to the products of 
the laboratory in the form of drugs, pharmaceutical prepara- 
tions, and dietetic foods. Here were to be seen the whole 
range of antibiotics, hormone products, antiseptics, vaccines 
and prophylactics, and so on. One of the stands was almost 
wholly given up to terramycin. Combinations were much 
in evidence, such as an oral preparation of streptomycin 
combined with sulphaguanidine, or tablets containing penicil- 
lin and a sulphonamide. A.C.T.H. freeze-dried for rapid 
solubility was exhibited. One firm concentrated on glucose 
in various forms, included a glucose barley-sugar base into 
which halibut oil was incorporated. Among the anaes- 
thetics was one product which it was claimed would main- 
tain local analgesia for a week or longer after a single 
injection. 

Appliances and Equipment 

The appliances and equipment section revealed again the 
ingenuity which goes to the making of instruments. Here 
were anaesthetic apparatus in new patterns, operation tables, 
and stainless steel instruments. Nylon was in evidence as 
a material for unbreakable hypodermic needles. Attention 
was drawn to a monocular ear-microscope, a portable instru- 
ment developed by the otological unit of the Medical 
Research Council. At one stand an appliance was shown 
designed for the purpose of promoting breast-feeding. This 
device, for initiating and maintaining lactation, takes “ feeds ” 
from the breasts exactly as if it were a real baby ; indeed, it 
does better, for the “ feeds” can be taken from both breasts 
at once. The visitor was faced with a bewildering variety of 
plasters, dressings, and the like, including a new form of 
tubular gauze bandage. At least four stands had an elabor- 
ate display of ophthalmic instruments. An intraocular 
acrylic lens was in evidence. Devices to ease the doctor’s 
burden included a new form of dictating unit and a mobile 


radiotelephone. 
Auxiliary Services 

The Board of Registration of Medical Auxiliaries exhibited 
the current registers of its six sections and much other litera- 
ture concerning the various branches of medical auxiliary 
work, and at an adjoining stand the N.O.T.B. (Medical Eye 
Section) offered particulars of its services to a membership 
which is open to ophthalmic medical practitioners and dis- 
pensing opticians, The Medical Insurance Agency was there 
to offer expert advice on all insurance matters, and the 
London Association for Hospital Services explained its plan 
for providing for the expense of private ward or recognized 
‘nursing-home treatment. Finally there were seven book- 


stands which tempted one to linger, and evoked the reflection 
that here in the world of medical publishing was an elegance 
which matched that shown elsewhere in the Exhibition by the 
pharmacists and the instrument designers. Altogether the 
exhibitors are to be congratulated on a fine piece of work 
and perhaps commiserated with on the fact that the fullness 
of the programme of the Annual Meeting allowed members 
only a limited time for inspection. 








HEARD IN CATHAYS PARK 


Badges for All 

The most unobservant citizen of Cardiff could not have 
helped noticing that something of unusual interest was taking 
place in his city, for every second person was badged. 
Sixteen different sorts of badges were worn on the various 
lapels, from the dark red of the local committee men, the 
dark blue of the members of Council and Headquarters 
staff, the dark green of officers of the scientific sections, to 
the light red of the Press, and the cream of the ladies. The 
streets themselves were badged, having been admirably sign- 
posted by the Automobile Association in collaboration with 
the chief constable. Then, again, academic robes were worn 
on six distinct occasions in Annual Meeting week, and 
academic robes give both colour and dignity to any setting. 
Even in a year of pageantry the church procession from the 
City Hall to St. John’s and from the Mansion House to 
St. Peter’s was grateful to the eye. 


Official Receptions 


After the President’s reception in the National Museum 
of Wales on July 13 (see p. 57) it was the University’s 
turn the following night. Joint hosts were the University 
College of South Wales and Monmouthshire and the Welsh 
National School of Medicine. The guests were received 
by Principal Anthony Steel and Mrs. Steel on behalf of the 
University and by Dr. R. M. F. Picken, Provost of the 
Welsh National School of Medicine, and Mrs. Picken. This 
was a colourful occasion, for as a background to the 
academic robes of the men and the evening dresses of the 
women there were flowers in profusion. 

In fact, the floral decorations everywhere were a feature 
of the meeting: even the table on the platform at the 
Plenary Sessions was graced with an armful of roses. 

On July 15 there was a Civic Reception and Dance at the 
City Hall. The Lord Mayor of Cardiff, Sir James Collins, 
and Lady Collins welcomed the guests. 


Parties and Dances 


The scale of the Cardiff hospitality was set at the be- 
ginning of the meeting by the sherry party given by the 
Cardiff Division (Chairman, Professor A. G. Watkins) on 
July 8. About 1,000 people were present. A few days 
later, on July 14, the Monmouthshire Division (Chairman, 
Dr. B. A. Thomas) gave a sherry party at St. Mellon’s 
County Club. Here again a very large number of guests 
greatly enjoyed themselves in the pleasant surroundings of 
this well-known club, which most generously offered hon- 
orary membership to members of the B.M.A. attending the 
meeting. 

One of the functions held in the newly opened B.M.A. 
House in Cardiff was a sherry party for women representa- 
tives given by the South Wales Association of the Medical 
Women’s Federation. This was on July 10. 

Of the two large garden parties held during the meeting, 
the first was on July 16 at Margam, by invitation of Mr. 
and Mrs. Evans Bevan. 

Strangers to Glamorgan usually underestimate the beauty 
and interest of the county. A pleasant surprise was in store 
for the many members of the Association and their ladies 
who accepted the generous invitation of Mr. and Mrs. Evans 
Bevan. Fortunately the weather remained fine and guests 
were able to enjoy the fine setting of Margam Abbey and the 
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Castle. After being received by their host and hostess, 
guests climbed a beautiful slope bordered by trees and 
crowned by the Castle, about 120 years old and unfortu- 
nately unoccupied. The view of the Bristol Channel from 


the Castle terrace was admired, and guests then descended , 


to the oldest Orangery in Europe for a generous and per- 
fectly organized tea, ended by one of the briefest and most 
agreeable speeches of the Annual Meeting (the speaker was 
the President, Mr. Tudor Thomas). The very fine Abbey, 
dating from 1147 and still filled with worshippers every 
Sunday, was visited after tea as well as the ruins of the 
adjacent Chapter House of the monastery, which once had 
2,000 monks attached. As the garden party ended, a sudden 
shower drove the visitors to their cars and buses—and so 
back to the preparations for the Annual Dinner. 

On the next day, July 17, the Board of Governors of the 
United Cardiff Hospitals gave a garden party at Duffryn 
House, where the guests were received by Mr. Gilbert D. 
Shepherd, chairman of the Board of Governors of the 
United Cardiff Hospitals, and Mrs. Shepherd. 

Among other notable occasions was a complimentary 
luncheon in honour of the President, Mr. J. W. Tudor 
Thomas, given by Sir Robert Webber, managing director of 
the Western Mail. 

For those fond of dancing there was no lack of oppor- 
tunity : the Representatives’ Dance on July 8; a dinner- 
dance at St. Mellon’s County Club on July 10; a dinner- 
dance at Porthcawl on July 11; a dance after the Civic 
Reception on July 15; a dinner-dance at St. Mellon’s on 
July 18; and finally the B.M.A. Summer Ball in aid of the 
Ladies’ Royal Medical: Benevolent Guild at Cardiff Castle 
on July 17. 

Excursions 

Thanks to the efforts of the Entertainments and Excursions 
Committees many interesting excursions were arranged both 
for members and for their wives. On Sunday, July 12, there 
was an all-day excursion to St. Donat’s Castle. One of the 
first to encourage others to try the swimming-pool by 
sampling it himself was the chairman of the Representative 
Body. Later in the evening Representatives had the oppor- 
tunity of listening to Welsh choral singing at a concert in 
the New Theatre. 

South Wales at Work 


One greatly admired those members who, declining such 
events as garden parties and other pleasant outings, and 
remaining aloof from golf courses and tennis lawns, betook 
themselves to one or other of the three great steelworks of 
South Wales which opened their gates to the Association. 
Some of them conscientiously went through the pattern 
shops, the blooming mills, and the tin-plate plant, and got 
as near they could to the blast furnaces, or accepted the 
National Coal Board’s invitation to go down the most 
modern colliery in the country, the name of which— 
Nantgarw—few ventured to pronounce, and to visit the 
coke ovens and by-product plant there, which is said to be 
the finest in the world. 


The Annual Dinner 


Wonderful as was the setting for the Annual Dinner under 
the barrel roof of the City Hall—as fine a hall as there is in 
this country—the visitor on looking at the toast list, with 
six separate toasts and fourteen speeches, felt his stomach 
sink. As it happened, in spite of the amplifying equip- 
ment, some of the speeches were heard only with difficulty. 
The speaking began at 10.15 p.m. and ended a couple of 
hours later. The dinner this year was not so well attended 
as it should have been, and two hours of after-dinner speak- 
ing is likely to discourage members and their wives from 
being present at such an important function. 


° The Ladies 
The smoothness and efficiency of the arrangements made 


for the entertainment of the lady visitors to Cardiff testified 
to the great efforts which must have been put in to all the 


organizational work by the various ladies’ committees, 
especially the executive committee of which Mrs. J. W. 
Tudor Thomas was the chairman and Mrs. J. D. Spillane 
the secretary. . 

The Ladies’ Club in the-university, at which about 350 
ladies registered, was a haven of rest and refreshment, and 
from it.the ladies were escorted, as their fancy took them, to 
mannequin parades at St. Mellon’s County Club, to tea 
parties at country houses, or to places of historic interest, 
such as Caerphilly Castle and Caerleon. The Ladies’ Dinner 
on July 9 was a gay and friendly affair. 


Golf 

The golf competition for ladies was played on the Barry 
Links on July 15, the Notts Ladies’ Challenge Cup being 
won by Mrs. Jack Matthews, of Cardiff. The competition 
for the Treasurer’s Cup was played on the Royal Porth- 
cawl Links on July 16. The winner was Mr. L. P. Thomas, 
F.R.C.S., of Cardiff, with a net score of 77. The Leinster 
and Childe Cups were played for on the Southerndown 
Links on July 19, the winner of the former being Dr. J. L. 
Jones, of Bridgend, who was two down on bogey, and of 
the latter being Dr. W. J. Lewis, of Maesteg, Glam., also 
two down on bogey. 








PUBLIC HEALTH 


REMUNERATION OF ASSISTANT MEDICAL 
OFFICERS OR MEDICAL OFFICERS IN 
DEPARTMENTS 


The following circular (M.D.C. Circular No. 17, dated 
July 9, 1953) has been issued to all local authorities in 
England, Wales, and Scotland, by the joint secretaries of 
Committee “C” of the Medical Whitley Council. 


1. As negotiations upon revised salary scales for assistant 
medical officers or medical officers in departments failed to- 
result in agreement the matter was referred by the two Sides. 
of Committee “C” to the Industrial Court for determination 
in accordance with the provisions of the Industrial Courts. 
Act, 1919. After hearing the parties, the Court made the 
following award : 

(a) The salary scale of assistant medical officers or medi- 
cal officers in departments shall be £950 by £50 to £1,300. 

(b) Paragraph 13(c) of Award No. 2321 shall apply as 
before, the scale for assistant medical. officers being 
adjusted to £950 by £50 to £1,300. 

(c) The new scale shall be applied to the present holders. 
of such appointments, assimilation being at the point om 
the new scale corresponding with the medical officer’s. 
position on the old scale. A medical officer now at the 
maximum (£1,150) of the old scale shall be placed at the 
sixth point (£1,250) of the new scale and shall thereafter 
proceed to the new maximum (£1,300). 

(d) The operation of the new scale shall not in any 
circumstances result in reducing the salary of any medical: 
officer'in post. 

Effect shall be given to this award as from June 1, 1953. 


2. This award (No. 2452) has been considered by Com- 
mittee “C” of the Medical Whitley Council. The Com- 
mittee has accepted the award and recommends all local 
authorities to put it into operation. 

3. Printed copies of the Industrial Court Award No. 2452 
may be obtained from H.M. Stationery Office. 





TRADE UNION MEMBERSHIP 


The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization : 

Metropolitan Borough Councils.—Fulham, Southwark. 

Non-County Borough Councils.—Crewe. 

Urban District Councils—Houghton-le-Spring. 
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Correspondence 








Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. ; 


Cost of Prescribing 


Sir,—I address you both as a physician and as a tax- 
payer. Digitalis folia and digoxin have similar effects on 
the heart except for that of speed of action. Digoxin in 
full doses by mouth has a good pharmacological action 
within a few hours, and by intravenous injection it acts 
more quickly still. Digitalis folia in full doses is not fully 
effective within two to three days. Thus in acutely ill 
patients there is no question as to which drug should be 
used. But for ordinary maintenance therapy there is 
nothing to choose between the two. 

From a large experience I know that many doctors, per- 
haps a majority, prescribe digoxin as a maintenance drug, 
either because they mistakenly think that it constitutes more 
scientific therapy, or, as I rather suspect, because of laziness. 
Digoxin is one word and digitalis folia is two. 

As a taxpayer addressing taxpayers I would like to remind 
them that the retail price of 100 tablets of digitalis folia 
1 gr. (65 mg.) is Is. 8d., and of 100 tablets of digoxin, 0.25 
mg., is 4s. 2d.; and that the equivalent special wholesale 
price to hospitals is 2s. 6d. for 1,000 tablets of digitalis folia 
and 24s. 7d. for 1,000 tablets of 0.25 mg. digoxin. I sug- 
gest that it is to their financial advantage to write two 
words instead of one.—I am, etc., 


London, N.W.1. GEOFFREY BOURNE. 


Sir,—It looks as if we are being rushed once more over 
the question of prescribing, with special emphasis on pro- 
prietary preparations, the reason given being the cost of 
them vis a vis the National Formulary. 1 hope long and 
deep consideration will be given to this, as there are very 
grave implications involved. We are astonished at the 
cost mainly because the cost of the whole servicé was based 
on valueless statistics worked out by experts for a totali- 
tarian service. 

The cost of prescriptions seems excessive, and if it really 
is excessive—I am not admitting that it is—the blame must 
be shared equally by the Government, the patient, and the 
doctor—the Government because of shocking under- 
estimating, the patient because of excessive demands on 
the doctor, and the doctor for satisfying the excessive 
demands of his patient, who was assured that he could have 
anything and everything for curing or alleviating his ill- 
health ; and here let me suggest very forcibly that the patient 
must have a considerable say as to whether his demands are 
excessive—or hasn’t he ? 

The question of proprietary preparations being expensive 
has of course many facets. A firm may spend thousands 
on research and clinical tests, etc., and this will have to 
form part of the cost. Another firm may just copy the 
formula and manufacture it—without any research—at a 
much lower cost. 

We should not accept too readily the statement that the 
drug bill of £40m. for 50 million people is excessive, con- 
sidering the price of such things as cotton-wool, bandages, 
lint, and the antibiotics, etc. If we accept too readily and 
too easily that we are prescribing too expensively we may be 
putting back curative medicine’ many years, for, after all, 
we are the part of the research department of health which 
is best placed to test the therapeutic value of any prepar- 
ation. It should be up to the Government to tell the 
manufacturers to reduce their prices. We seem to be moving 
towards the dictation of a group of Government experts 
on what we must and must not prescribe.—I am, etc., 


St. Osyth. R. E. CLARKE. 


. of the points at issue. 


Demands of Whole-time Specialists 

Sir,—The cause of the whole-time specialist is dear to 
many of us. It is much to be regretted that at this late date 
there is still confusion as to the relative importance of many 
All of the points expressed by Dr. 
Leo Gilchrist (Supplement, June 27, p. 314) are relatively 
insignificant in comparison with the importance of imple- 
mentation of the Spens recommendations. Let us not ignore 
the wood for the trees. 

Until recently the claim for income-tax reliefs could with- 
out distortion be interpreted as an attempt to obtain prefer- 
ential treatment, however justified, over and above every 
other class of wage and salary earner, professional and 
otherwise, throughout the country. The present claim for 
consideration is now only properly based on the judgment of 
Mr. Justice Gerrard in the case of Crawford v. Charing 
Cross Hospital (Journal, May 2, p. 1001). Dr. Michael 
Ashby in his letter (Journal, May 9, p. 1051) quotes from the 
judgment as follows: “ Nice questions might arise as to how 
far a medical man could excuse his ignorance of a technical 
development that he had not met in his reading of his 
professional journals.” “It was the anaesthetist’s duty to 
follow up the writings on a subject which concerned him 
closely.” “I think it was regrettable slackness that left 
Dr. X in ignorance of the opinions of distinguished men on 
an important subject so closely affecting his own work at 
the time he came to administer the drip to the plaintiff.” 
Of course some of us feel strongly about these many points, 
but first things must come first, and at present the first thing 
must be Spens. 

Butefor Dr. Gilchrist to state that the Government is 
“ paying him less than one-tenth of the cost of using it (his 
car) on official business ” is a greater disservice to the cause 
of the whole-timer than even its worst enemy could concoct. 
We are not asking for the travelling allowances to cover 
the wages of the chauffeur and the gardener who keeps the 
drive weeded. Informed opinions seem to agree that one- 
half is probably nearer the figure. The Staff Side of Whitley 
““B” has an almost unendurable task as it is. But for them 
to be harassed by wild fantasies of this sort makes it just 
about impossible.—I am, etc., 








Worcester. ANTHONY A. VICKERS. 
Association Notices 
Diary of Central Meetings 

JULY 

23 Thurs. G.M.S. Committee, 10.30 a.m. 

27 Mon. Staff Side, General Whitley ( ouncil, 10.30 a.m. 
(at 14, Russell Square, London, W.C. 

27 Mon. Full General Whitley Council, 2.30 p.m. (at 14, 
Russeli Square, London, W.C ) 

29 Wed. Executive Subcommittee, Joint Formulary Com- 
mittee, 2 p.m. 

29 Wed. War Memorial Committee, 2 p.m. 

30 Thurs. — Consultants and Specialists Executive, 

noon. 

30 Thurs. Central Consultants and Specialists Committee, 

2 p.m. 


Branch and Division Meetings to be Held 


‘Wems Ley Division.—At Wembley Hospital, Fairview Avenue, 
High Road, Tuesday, July 28, 9 p.m., meeting. Report on 
Annual _ Representative eeting, speaker Dr. McConnell 
Thomson. 


Meetings of Branches and Divisions 


County ARMAGH DIVISION 
The annual meeting was held in Armagh on June 23, 1953. 
Dr. F. M. J. McFerran was in the chair. The following officers 
were elected: 
Chairman.—Dr. H. A. McCaffrey. 
Vice-chairman.—Dr. T. A. Spence. 
Hon. Secretary and Treasurer—Dr. D. L. Hemmingway. 


WESTMINSTER AND Housorn Division * 
At the annual general ooo 8 the following office bearers 
were elected for the session 1953-4: 
Chairman.—Dr. J. L. McCallum. 
Vice-chairman.—Dr. Alice E. N. Gilby. 
Secretary and Treasurer—Dr. Arthur A. Bradley. 
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The B.M.A. in Committee 








OCCUPATIONAL HEALTH 


Occupational health is by no means a new concept, and the 
subject, in one form or another, has had the attention of 
the British Medical Association all through its history. To 
come to quite recent times, in 1941 the Association set up 
a Committee on Industrial Health in Factories, which made 
a useful report, influenced, of course, by the special war 
conditions then prevailing. The formation of a special com- 
mittee devoted to this subject as one of the standing com- 
mittees of the Association dates back only for a few years. 
Formerly questions affecting practitioners engaged wholly 
or partly in industrial medical service were dealt with by a 


subcommittee of the General Practice Committee (which, ’ 


with the coming of the National Health Service, bequeathed 
its functions in part to the General Medical Services Com- 
mittee and in part to the Private Practice Committee). 


Outside Nominations 


The constitution of the Occupational Health Committee 
is unusual in that as many as seven of its twenty members 
serve on the nomination of bodies outside the British Medi- 
cal Association. It is true that the Public Health Com- 
mittee has two members nominated by the Society of 
Medical Officers of Health, and the General Medical 
Services Committee includes nominees from the Medical 
Practitioners Union and the Medical Women’s Federation ; 
but the Occupational Health Committee has seven mem- 
bers from outside—three of them nominated by the Associa- 
tion of Certifying Factory Surgeons (the term “ Certifying 
Factory Surgeon” is now replaced by “ Appointed Factory 
Doctor”), and four by the Association of Industrial Medi- 


cal Officers, a body which represents those engaged both © 


whole-time and part-time in industrial medical services. 

This representation brings a valuable addition to the 
experience available to the Committee, but it has also led 
at times to some conflict of points of view. From a long 
experience of the committees of the Association the present 
writer would say that the Occupational Health Committee 
is a difficult committee to steer. Its admirable chairman, 
Dr. J. A. L. Vaughan Jones, of Leeds, who has piloted it 
from the beginning, has been able to bring different points 
of view into an area of agreement. 

Apart from the members nominated by the two bodies 
just mentioned, there are four elected by the Council of the 
Association and four by the Representative Body, and one 
appointed by each of the four Association committees whose 
territory is contiguous to or overlapping that of industrial 
health—namely, General Medical Services, Central Con- 
sultants and Specialists, Private Practice, and Public Health. 


As industrial dermatitis has been a subject much before 
the Committee there is also one member nominated by the 
Dermatologists Group Committee. 


An Uneven Field 


The Committee has a difficult task to discharge. The 
industrial medical service is not a compact uniform organiza- 
tion like, for example, the medical services in the defence 
Forces. Great Britain is a country of small factories. Out 
of more than a quarter of a million of them, only some 
20,000 employ more than 20 people. Few industrial estab- 
lishments are of a size to justify a whole-time medical officer 
of their own, and even among the larger establishments 
relatively few have definite arrangements for medical ser- 
vices, apart from some provision for first-aid and perhaps 
the appointment of a nurse. Many working communities 
are not within the scope of the Factories Acts of 1937 and 
1948, and only about 350 inspectors are available for visit- 
ting the 280,000 work-places covered by the Act. A survey 
conducted in 1949 by the Ministry of Labour and National 
Service showed that the number of doctors with whom 
arrangements had been made for factory medical services 
in Great Britain was just over 3,000, and only 235 occupied 
whole-time appointments, though another 200 were giving 
a substantial amount of their time to factory work. 

In spite of obvious difficulties the Committee has achieved 
a very large amount of excellent work. A report from the 
Council was approved by the Representative Body in 1949 
recommending the establishment of a comprehensive occu- 
pational health service of a national character, integrated 
with the National Health Service, and planned and super- 
vised by the Ministry of Health, after preliminary surveys 
to ascertain the special needs of different areas. Definitions 
and general principles were set out, and the problems en- 
visaged by this report have since been under study in greater 
detail by the Occupational Health Committee. 


Status of Industrial Medical Service 


The Committee has laid down scales of salaries and incre- 
ments for industrial medical officers. It has drawn up a 
concise statement of duties and ethical rules for the guid- 
ance of practitioners engaged in this service. Its latest task 
has been the production, after long travail, of a memo- 
randum on the future of occupational health services, though 
at the moment this has not yet been approved by the 
Council. Its agenda contain matters involving the medi- 
cal services in the mining, transport, or shipping industries, 
or public utility undertakings. On the initiative of the 
Association a number of joint councils of industrial health 
have been set up in appropriate areas. The Committee has 
made recommendations on the resettlement of tuberculous 
persons in industry. Many fields of occupational health 
research have been explored. Questions relating to the 
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examination of workers to determine fitness for employ- 
ment, the notification of industrial diseases, the opportuni- 
ties for careers in industrial medicine, postgraduate educa- 
tion for practitioners working in industry—all these matters 
and many others come continually in one form or another 
before the Committee. Like other committees also, it is 
called upon to give an opinion on, or sometimes to take 
action in, questions or disputes involving individuals or 
groups. 

Possible difficulties in the relation between the industrial 
medical officer and the general practitioner have to be borne 
in mind. While ideally there should be perfect co-operation 
between the two, this is not always attained, owing to faults 
(or, more likely, inadvertences) on one side or the other. 
The workman at the factory whose temporary illness or 
injury is attended by the works doctor is also on the list of 
a general practitioner in the National Health Service. There 
is nothing to hinder a common-sense approach, but delicate 
situations do sometimes arise. 

The Committee has also helped to maintain liaison with 
industrial leaders, on the one hand with the Trades Union 
Congress and on the other with the Employers Federation. 
For some years the Association has had a joint committee 
with the T.U.C. A panel of 16 members has been set up 
from whom a number are selected, according to the nature 
of the business to be discussed, to meet representatives of 
the trade unions, and in this panel several members of the 
Occupational Health Committee are included. 

The work of some Association committees may well lessen 
or even disappear as time goes on, with the achievement of 
what they have set out to do; but the Occupational Health 
Committee has a very long way to go, and one can foresee 
for it an increasingly important role in Association counsels 
and in industrial affairs. 
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GENERAL MEDICAL SERVICES 


DISCLOSURE OF CLINICAL DETAILS TO LOCAL 
MEDICAL COMMITTEES 


Executive councils have a duty to recover the cost of a 
preparation prescribed if it appears to them that it was not 
prescribed as a drug. When an investigation into the facts 
is required a formal reference of the case is made, under the 
regulations, to the local medical committee, who then has 
the duty of making a finding which it communicates to the 
council. 





Patient’s Consent 


In the past difficulties have occasionally arisen because 
the practitioner concerned has been unable to obtain the 
patient’s consent to the disclosure of certain clinical details 
which are necessary if he is to be able to justify his pre- 
scribing. The objection is usually to the disclosure of medi- 
cal information to the lay officials and lay members of the 
executive council. The General Medical Services Com- 
mittee has therefore discussed with the Ministry of Health 
the best method of obviating the difficulty in the rare cases 
in which it arises. 

The local medical committee, when the case is referred 
to it, are required to give the practitioner the opportunity 
of appearing before it or of submitting a statement in writing. 
The General Medical Services Committee and the Ministry 
feel that where the practitioner decides to submit a written 
statement including clinical details of a case no objection can 
be raised if the following procedure is adopted. 


Suggested Procedure 


The practitioner sends the details of the case to the secre- 
tary of the local medical committee, who is, in most cases, 
himself a doctor, or to the chairman of the committee. The 
secretary or chairman, as the case may be, discloses to his 
committee the clinical details which he receives, but with- 
holds the name of the patient. The committee, in informing 


the executive council of its findings, suppresses these clinical 
details, but the council will, of course, be in possession of 
the name of the patient through their clerk. Thus the 
secretary or chairman of the local medical committee is 
the only person who is in a position to connect the patient 
by name with the clinical details, and the objection to the 
disclosure of medical information to lay members and 
officials of the executive council is avoided. 








CERTIFICATION FOR CREMATION 


In view of the many inquiries received about cremation 
certificates the following statement is published to clear 
up misunderstandings which appear to have arisen. 


Procedure of Certification 


A special form is supplied by the crematorium company to 
be completed by an executor or the nearest relative, who 
must state, inter alia, that the deceased expressed no objec- 
tion orally or in writing to cremation of his or her body. 

A certificate (“B”) of cause of death must be given by 
the doctor who attended the deceased during the last ill- 
ness. A confirmatory certificate (“C”) must be given by 
another medical practitioner of not less than five years’ 
standing, provided that he is not a relative of the deceased 
or a relative or partner of the doctor who has given certifi- 
cate B. The Home Office has advised that, when Form B 
is given by a house-officer in a hospital, Form C signed by 
another doctor of the hospital staff should be accepted only 
if given by the medical superintendent or, in the absence 
of such a post, by a consultant or senior hospital medical 
officer not in charge of the case. Failing these, Form C 
should be completed by an outside doctor. Both certificates 
B and C are also on a special form supplied by the company. 


The Medical Referee 


Certificates B and C are submitted to a “ medical referee ” 
appointed by the Secretary of State. If the medical referee 
is satisfied that the requirements of the Act have been com- 
plied with, that the cause of death has been ascertained, and 
that there exists no reason for any further inquiry or exami- 
nation, he issues an “ authority to cremate,” and under this 
the superintendent of the crematorium is authorized to 
cremate the remains. 

Fees 


In 1951 the Annual Representative Meeting approved the 
following policy : 

A suitable fee for the completion of either Certificate B 
or Certificate C is £2 2s., plus a mileage allowance, where 
applicable, at the rate of 1s. per mile or part of a mile, each 
way, outside a radius of two miles. 

Special reference is made to cremation certificates in the 
Terms and Conditions of Service of Hospital Medical and 
Dental Staff (England and Wales). The furnishing of 
Certificate B is categorized as work within the scope of 
the hospital and specialist services provided under Sec- 
tion 3 of the Act, and therefore to be performed by mem- 
bers of hospital medical staffs as part of their hospital duties 
without charge. On the other hand, completion of Certifi- 
cate C is deemed not to fall within the scope of the hos- 
pital and specialist services and may be given by mem- 
ag of hospital medical staffs on payment of an appropriate 
ee. 





TRADE UNION MEMBERSHIP 


The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization : 

Metropolitan Borough Councils.—Fulham, Southwark. 

Non-County Borough Councils.—Crewe. 

Urban District Councils ——Houghton-le-Spring. 
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GENERAL MEDICAL SERVICES COMMITTEE 
COST OF THE N.HS. 


An all-day meeting of the General Medical Services Com- 
mittee was held on July 23, Dr. A. TaLBoT RoGERs pre- 
siding. The President of the Association (Mr. J. W. Tudor 
Thomas) was welcomed on his first attendance. <A wel- 
come was also given to the new members of the Committee. 

One of the principal items of business was the con- 
sideration of a memorandum by the London Local Medi- 
cal Committee on the cost of the N.H.S. Dr. N. Levitt 
and Dr. N. Fisher attended to present the memorandum. 
They stated that when the Minister announced the appoint- 
ment of an extra-Parliamentary committee to inquire into 
the cost of the Service the London .L.M.C. considered 
it important that the profession should conduct an inde- 
pendent parallel inquiry. They suggested that a suitable 
set of questionaries should be sent to a random sample of 
specialists, general practitioners, hospital administrators, 
and others, and that the returns should be studied by 
statisticians. The result would be available for compari- 
son with the report of the Guillebaud Committee. 

The deputation was asked how London proposed to 


obtain the very detailed information it expected from : 


the hospital service. Obtaining it would give the admini- 
strative people in the hospitals a great deal of trouble. 
Moreover, hospitals were not likely to pass on informa- 
tion until after their figures had been sent to the Ministry 
and collated into the annual report laid before Parlia- 
ment. The reply of the deputation was that the question- 
ary was only a suggestion, but it was thought that a well- 
run accounting system would enable any hospital to answer 
such questions straight away. They asked the Committee 
not to fasten on the details of the scheme, but to consider 
whether such an investigation was desirable. 

The CHAIRMAN asked what a committee of the sort pro- 
posed could find out which the Guillebaud Committee 
itself would not already have found out. Most of the 
conclusions of the Guillebaud Committee when they came 
forward would be debatable on the ground of opinion 
rather than of fact. Dr. S. WAND said that he was averse 
to starting an inquiry which would necessitate bringing in 
statisticians and so become a public inquiry with the 
expression of majority and minority opinions. 

Dr. M. Sorssy, on the other hand, considered that an 
inquiry ought to be undertaken, with all the branches of 
the Service participating, so that the profession might be 
prepared to meet all possible contingencies. 

The SecreTary of the Association (Dr. A. Macrae) 
described the steps which the Association had taken after 
the announcement of the Guillebaud Committee. A small 
group had been formed consisting of the chairmen of the 
Council, the Representative Body, and of a number of 
standing committees. So far it had not been possible to 
obtain any indication from the Guillebaud Committee as 
to topics on which it would welcome evidence from the 
Association. This committee of chairmen was to meet again 
in September to draw up a list of topics for the various 
standing committees to which the task of preparing evi- 
dence was to be referred. The committees would then 
decide for themselves how they would prepare their part 
of the evidence. 

In view of the action already proposed, the Committee 
decided that no useful purpose would be served by embark- 
ing on an independent inquiry on the lines suggested by 
London. 


Subcommittees Reappointed 
The CHAIRMAN said that the Committee had sustained the 
loss of one of its most useful members, Dr. Frank Gray, 
who had failed to secure re-election through the Representa- 
tive Body. A vote of thanks was accorded to Dr. Gray for 
his past services. 


Subcommittees were teappointed, including the Scottish, 
Rural Practice, Health Centres, and Protection of Prac- 
tices, and the Committee’s representatives were also 
appointed on certain other committees of the Associa- 
tion. The 14 representatives of the Committee on the 
Working Party were reappointed, and seven members 
were nominated to act as the Committee’s representatives on 
the Medical Functional Council and nine on its Committee 
“A” (General Medical Services). On the question of the 
Joint Formulary Committee, on which the Committee 
appoints four representatives, two others being appointed 
by the Consultants and Specialists Committee and two by the 
Science Committee, it was pointed out that, although this 
was a committee which was intended solely for the help 
of the general practitioner, the Association representatives 
were in a minority. It was agreed to ask the Council to look 
into the composition of this committee. 

The CHAIRMAN stated that the report of the subcommittee 
which had been concerned with service committee and 
tribunal procedure had been adopted, with a few amend- 
ments, by the Conference, and he suggested, and it was 
agreed, that the subcommittee be reconstituted to look at 
these amendments, and to take the report, as amended, to 
the Ministry. 


Conference Resolutions 


The Committee then turned to the various resolutions 
of the Annual Conference and decided the action to be 
taken on each. A iengthy discussion took place on the 
resolution concerning the allocation of patients to general 
practitioners, that a practitioner should not, by reason of 
his terms of service, be compelled to take or retain a 
patient who was accepting treatment from an unregistered 
practitioner or from another registered practitioner with 
whom he was not acting in consultation. The difficulty of 
doing this, particularly in sparsely doctored regions, was 
mentioned. One member suggested that the help of the 
General Medical Council should be invoked, in view of 
the liability to a charge of “ covering” in a case in which 
an unregistered practitioner was concerned. Dr. Guy 
Dain, however, a member of the G.M.C., pointed out 
that the G.M.C. could act only in the disciplinary cases 
which came before it on information received, and would 
not be prepared to lay down general directions. It was 
agreed to discuss the matter further with the Ministry. 


Employment of Salaried Assistants 


At a previous meeting the Committee had considered 
a recommendation from the Assistants and Young Prac- 
titioners Subcommittee that, save for a period of three years, 
no principal in single-handed practice should be permitted 
to have a list of over 3,500 patients by virtue of the 
employment of an assistant. This had been referred back 
for further consideration, and the subcommittee now 
brought forward a recommendation that the extra list of 
patients allowed in any given practice by virtue of the 
employment of an assistant should be 1,000 for any length 
of time, but that once the principal’s list exceeded 4,500 
he should, within a period of two years, be required to 
take a partner, or at the end of the two-year period again 
to bring his list within the 4,500 limit. 

Dr. Rose said that this imposed another restriction on 
the freedom of the general practitioner, and it would be 
one of their own making. After all, assistantship was a 
very necessary phase in the making of a general practitioner. 
Dr. J. C. ARTHUR said that there were infrequent instances 
of exploitation of assistants under the $pecious promise of 
a partnership, and the only way to put the matter right 
was by local check. Dr. M. Sorssy supported the proposal, 
saying that something must be done to satisfy the just 
demand on the part of these young practitioners. Dr. J. A. 
PRIDHAM said that there were, no doubt, infrequent cases of 
a man who had no ambition to be other than an assistant, but 
in the ordinary way it was natural to look forwafd to prin- 
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cipalship and partnership. He thought that the proposition 
should not be turned down, but that some statistics should 
be obtained in order to discover the extent of the problem. 
Dr. A. B. Davies thought that three years would be more 
reasonable than two, and also took exception to the word 
“required,” which meant regulation. Dr. WAND pointed 
out that during/ the past five years, having regard to 
economic circumstances, a great deal had been done to meet 
the case of the assistant aspiring to be a principal, and it 
should not be forgotten that the whole effect of this was 
to eat into the final income of the practitioner. Dr. BRUCE 
CaRDEW thought the proposition on the right lines, and 
suggested that it would be a good idea if some local body 
was charged with the duty of seeing that assistants were 
not unfairly treated. 

The CHAIRMAN thought that what the subcommittee had 
now brought forward was a considerable advance upon 
their earlier proposition, and he reminded the committee 
that an undertaking had been given to present some scheme 
to the next conference. 

Finally, it was agreed that the proposition be referred 
back to the subcommittee with a view to obtaining more 
facts and figures which might help the Committee in reach- 
ing a decision, and that the subcommittee be assured that 
the matter would receive further sympathetic consideration. 


Other Business 


A long discussion took place on the question of the 
declaration of practice vacancies. A_ resolution from 
Wolverhampton stated that executive councils and local 
medical committees, in considering whether a vacancy 
should be declared, were entitled only to take into con- 
sideration the circumstances of the district, and that they 
exceeded their statutory duty if they took account of such 
matters as whether a partnership was bona fide or not. 
The Committee listened to legal arguments by Dr. J. A. 
Gorsky, but in the end reaffirmed its concurrence in what 
was stated in para. 75 of its recent Annual Report (Supple- 
ment, May 2, p. 165). This was, in brief, that agreement 
had been reached with the Ministry and the Medical Prac- 
tices Committee that the latter should not, unless there were 
special circumstances, accept one partner as the logical 
successor of another who had died or resigned if the partners 
had not been in active practice together for at least about 
a year. 

It was reported that representatives of the Committee 
had met officers of the Ministry with a view to exploring 
ways and means of utilizing the £100,000 set aside by the 
Working Party for the encouragement of group practice. 
The Ministry had undertaken to set out draft proposals, 
which would be considered by the committee at its next 
meeting. 

The Ministry had expressed a wish to encourage some 
improvement in the standard of accommodation in sur- 
geries and waiting-rooms, and it was intimated that at the 
September meeting of the Committee a draft memorandum 
on this subject would be presented to the Committee for 
information and criticism. The office would prepare this 
memorandum. 

Ten members of the Committee were appointed repre- 
sentatives to constitute with the Ministry a working party 
for discussions on further ways of securing economies in 
the prescribing field, and to draw up a list of points for 
discussion. 

The Committee received with appreciation a copy of a 
letter which had been sent by the College of General Prac- 
titioners to the Secretary of the Guillebaud Committee, in 
reply to a request from that body to submit evidence. The 
College had replied that it was not concerned with terms 
and conditions of service, and that if any points did arise 
which concerned the College they would be submitted 
through the General Medical Services Committee. 


The Commiittee sat from 10.30 a.m. to 5.30 p.m. 


Correspondence 








Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
askeg to keep their letters short. 


Medicines Classified 


Sirn,—We have now been issued with the classified list 
of proprietary medicines and, after a preliminary gasp of 
amazement, have had time to appreciate the burdens which 
have been added to our prescribing difficulties. Included 
in category 6 are a number of remedies which have fre- 
quently been recommended by consultants of repute and 
which have stood up to the clinical test of usage in general 
practice over a number of years. For some of them there 
are no National Formulary equivalents. We are told in 
the accompanying letter from the chief medical officer that, 
of course, we may still prescribe what we think best ; but 
behind this is the hardly veiled threat that, if we do, we 
are likely to be called to account. 

I am not, in general, addicted to the prescribing of pro- 
prietaries, but some are not only convenient but even appear 
to be effective in that the patient is relieved. Are these 
old and tried remedies now to be cast aside? Are the 
clinical impressions of 20 years entirely worthless? And 
must I now produce to the local medical committee a con- 
trolled series with full laboratory data to support my pre- 
scription of “coramine” by mouth? This is, indeed, too 
large an encroachment upon our clinical liberty, and the 
patient is likely to suffer—I am, etc., 


East Horsley, Surrey. Basi S. GRANT. 


Cost of Prescribing 


Smr,—May I be one of the first “self-confessed digoxin 
addicts ” (Dr. Geoffrey Bourne’s letter, Supplement, July 25, 
p. 66) who promise to save 2s. 6d. on each 100 tablets by 
ordering digitalis folia in the future as a maintenance dose ? 

I would save less than £1 a year, whilst the chap who 
orders “ penidural,” 12 oz. (372 g.), at 12s. 6d. per oz., 
mixtures of 40 oz. (1.2 kg.) at a time, and 36 capsules of 
“chloromycetin” for a simple afebrile sore throat wastes 
about £18 per week. No, Dr. Bourne, this will not do. 
Great economy was exercised when doctors dispensed medi- 
cines they paid for before °48, and only rigid inspection into 
wastefulness will curb the habit, fortunately exhibited by a 
minority only.—I am, etc., 


Luton. H. JARVIs. 


The A.R.M. 


Sir,—I attended recently at Cardiff my first Annual 
Representative Meeting of the British Medical Association 
as a representative of the Manchester Division, and would 
like to record my two outstanding impressions of the 
meeting. 

The first was the wonderful job of preparatory work and 
organization which made possible the amazing smoothness 
of the entire proceedings ; and I wish to congratulate on 
this both our Welsh hosts and the staff of the British Medi- 
cal Association, both lay and medical. The second was the 
democratic way in which the entire meeting was conducted. 
To me, a newcomer, it was a revelation how the body of the 
meeting could control the time allotted to speakers, how 
simple it was for any delegate to speak to any motion or 
amendment, how readily last-minute amendments were 
received, and how the decision whether or not they should 
be discussed again lay with the representatives. I would 
also like to pay tribute to our very able Chairman, Dr. S. 
Wand. 

I would like to point out an omission in the report 
(Supplement, July 18, p. 27) of the few remarks I made 
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in the discussion on the “ Remuneration of Hospital Medi- 

cal Staffs.” I stated that the consultants and specialists in 

the Manchester area were of the opinion that “ an adequate 

betterment factor” (Nottinghamshire motion) would be 

100%.—I am, etc., 

Manchester. T. D. CULBERT. 
Capitation System Unsatisfactory 

Sir,—To my mind not only do the proposals of the Work- 
ing Party fail miserably to satisfy its terms of reference, 
but they are bound to fail as long as they do not accept 
the fact that the present capitation system, with its competi- 
tion between doctors for patients, is an unsatisfactory basis 
for medical organization. 

In the first place the capitation system, by rewarding 
quantity rather than quality, tends to encourage and indeed 
depends for its rationale on a maldistribution of work. It 
exerts a constant insidious economic pressure on those who 
are able to take on more work than the dictates of reason 
or optimum efficiency would otherwise suggest. It tends to 
overwork one half of the profession and underwork the 
other half. In neither case is true justice or full efficiency 
being achieved. 

The fundamental problem of the small-list practitioner is 
his small list, not his small income. The solution therefore 
will not be found merely by loading the first 1,000 patients 
as opposed to any other 1,000, even though some modicum 
of justice may thus be satisfied. The solution will only be 
found when we have a system which ensures, so far as 
humanly possible, that every practitioner is working to opti- 
mum capacity. Not until then can it be said that the best 
possible service is being made available to the public. 

In the second place, competition between doctors for patients, 
rather than competition for posts, is in its present form the main 
obstacle to rational organization and full co-operation between 
practitioners. It leads to isolated and therefore relatively less 
efficient work. It prevents the widespread promotion of group 
practice and ultimate unification with the hospital and local- 
authority services. It perpetuates a negative laissez-faire attitude 
to medicine which is the antithesis of that preventive and social 
outlook which should complement the individual approach and 
inspire a vigorous National Health Service. 

In this connexion “ freedom of choice ” should not be claimed 
as an absolute rule, but only as one important relative principle 
to be followed as far as circumstances permit. Absolute freedom 
of choice never did and never can exist. No one can choose a 
doctor in John o’Groats who himself lives at Land’s End. Most 
people are content with a convenient doctor so long as they are 
free to change should they wish. This is the most that freedom 
of choice usually necessitates. There is no reason therefore why 
in a planned medical service practitioners should not be ensured 
an optimum list, at the same time as patients are ensured reason- 
able freedom of choice. If one doctor in a group tended to attract 
more patients than his optimum, then a waiting-list or some such 
device could be instituted so that patients could transfer when 
a vacancy occurred. 

In short I would plead for the leaders of our profession 
to consider anew whether they could not devise some more 


rational organization of our work, such as a modified salaried 


service which would maintain the maximum of freedom com- 

patible with reasonable efficiency, to the benefit of both the 

profession and the public.—I am, etc., 
Bransgore, Hants. 


POINTS FROM LETTERS 


Extraordinary General Meeting 

Dr. W. J. Grant (Shrewsbury) writes: Dr. E. Sladen (Supple- 
ment, July 11, p. 14) asks why I contend that “‘ the G.P. who 
is getting his £500 ‘ bonus’ on 1,500 patients (2,000 total) should 
look after the first 500 at the low rate, and the G.P. with the 
750 list look after his total number at the ‘ bonus’ rate.’’ I made 
no such contention, and Dr. Sladen’s question seems to arise from 
a misunderstanding of the distribution scheme, as would appear 
from the figure 2,000 which he inserts in brackets. It is a 1,500 
list which qualifies for the £500 bonus. I asked why a 750 list 
did not attract at least half that “ bonus.” It draws only one- 
quarter that amount. ... 


A. C. MCLEISH. 


H.M. Forces Appointments 








ROYAL NAVY 


Surgeon Commanders T. L. Cleave and J. H. Nicolson to be 
~—— apes. “ 
urgeon Lieutenant-Commanders (Acting Interim S 
Commanders) C. A. St. C. Hiley, P. G. Rowsell, G. S. Irvine, 
P. S. Fuller, P. B. Nicol, and W. M. Davidson, O.B.E., to be 
Surgeon Commanders. 
Surgeon Lieutenant-Commander C. M. Lamont, V.R.D., to be 
— “pene. 
cling Interim Surgeon Lieutenant-Commanders B. Geog- 
hegan and W. Cullen to be Surgeon Lieutenant-Commanders. 
urgeon Lieutenant R. H. Cowling to be Surgeon Lieutenant- 
Commander. 


RoyaL NAVAL VOLUNTEER RESERVE 


Pn a Commander K. Forsythe, V.R.D., to be Surgeon 
ain. 
urgeon Lieutenant-Commanders J. F. Foulkes, V.R.D., A. R. 
Harper, V.R.D., and T. S. Eimerl, D.S.C., to be Surgeon 
Commarders. 
Surgeon Lieutenants J. C. E. Peshall and R. R. Wilson to be 
Surgeon Lieutenant-Commanders. 


ROYAL ARMY MEDICAL CORPS 
Captain W. L. Sanders to be Major. 


REGULAR ARMY RESERVE OF OFFICERS 


Major-General (Honorary Lieutenant-General) Sir Gordon 
Wilson, K.C.S.I., C.B., C.B.E., M.C., Major-Generals D. C. 
Monro, C.B., C.B.E., D. T. Richardscn, C.B., M.C., W. C. 
Hartgill, C.B., O.B.E., M.C., Sir Alexander G. Biggam, K.B.E., 
C.B., L. T. Poole, C.B., DS.O., M.C., R. E. Barnsley, CB. 
MC., Q.H.S., C. M. Finney, O.B.E., Brigadier H. T. Findlay, 
and Colonel G. O. F. Alley, M.C., late R.A.M.C., having attained 
the age limit of liability to recall, have ceased to belong to the 
Reserve of Officers. 


Royat ARMY MEDICAL Corps 


Major D. C. Muir, having attained the age limit of liability to 
recall, has ceased to belong to the Reserve of Officers, and has 
been granted the honorary rank of Lieutenant-Colonel. 

Major A. Torrie, having attained the age limit of liability to 
recall, has ceased to belong to the Reserve of Officers, and has 
been granted the honorary rank of Brigadier. 

Captain ¢€War Substantive Major) (Honora Lieutenant- 
Colonel) J. Neill, O.B.E., having attained the age limit of liability 
to recall, has ceased to belong to the Reserve of Officers. 

_ Captain C. R. M. Greenfield, having attained the age limit of 
liability to recall, has ceased to belong to the Reserve of Officers, 
and has been granted the honorary rank of Major. 


ARMY EMERGENCY RESERVE OF OFFICERS 
Royat Army MEDICAL Corps 


Lieutenant (War Substantive Captain) G. S. Tupman, from 
Emergency Commission, to be Captain, and has been granted 
the acting rank of Major. 


TERRITORIAL ARMY 
Roya ARMY MEDICAL Corps 


Lieutenant-Colonel R. J. S. Doherty has been granted the 
acting rank of Colonel. e 

Major F. H. Blackburn, T.D., has been granted the acting 
rank of Colonel. 

Majors J. Baxter and H. B. Lee, T.D., have been granted the 
acting rank of Lieutenant-Colonel. 

Captain (acting Major) J. Petrie has been granted the acting 
rank of Lieutenant-Colonel. 

Captains G. I. Cameron and W. Lees have been granted the 
acting rank of Major. , 

Lieutenant (Honorary Major) M. J. McSwiney has retired. 


TERRITORIAL ARMY RESERVE OF OFFICERS: ROYAL ARMY 
MeEpicaL Corps 


Colonel J. G. Morgan, C.B.E., T.D., from Active List, to be 
Colonel, and has been regranted the honorary rank of Brigadier. 

Colonels D. L. Kerr, O.B.E., T.D., and M. H. Summers, 
D.S.O., T.D., from Active List, to be Colonels. 

Lieutenant-Colonels C. K. Sconce, T.D., and D. W. E. Lloyd, 
M.C., T.D., from Active List, to be Lieutenant-Colonels. 

Major (Honorary Lieutenant-Colonel) H. B. Porteous, M.B.E., 
T.D., has ceased to belong to the T.A.R.O. 

Major F. C. Rodger, from Active List, to be Major, and has 
been granted the honorary rank of Lieutenant-Colonel. 

Majors J. H. Green, W. B. Evans, G. Savill, G. Lancaster, and 
D. M. Williamson, from Active List, to be Majors. 
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The notifications concerning Lieutenant-Colonels S. W. Barber, 

.B.E., T.D., an . Trick, O.B.E., T.D., published in 
Supplements to the London Gazette dated March 20 and May 1, 
respectively, have been cancelled. 

Captain (Honorary Major) I. N. Maclver has relinquished his 
commission, retaining the honorary rank of Major. 

Major E. H. Markly has relinquished his commission. 

Captain J. H. B. Livingston, T.D., has relinquished his com- 
mission and has been granted the honorary rank of Major. 





B.M.A. LIBRARY 


The following books have been added to the Library : 


Arruga, H.: Ocular Surgery. Translated from the Third Spanish 
edition by M. J. Hogan and L. E. Chaparro. 1952. 

Ascoli, R,: Principi di Chirurgia Generale. 1952. 

Aurelianus, C.: On Acute Diseases and On Chronic Diseases. 
Edited and translated by I. E. Drabkin. 1950. ss 

Baker, J. R.: Abraham Trembley of Geneva: Scientist and 
Philosopher, 1710-1784. 1952. ; . 

Baudouin, C.: De I’Instinct a l’Esprit: précis de psychologie 

analytique. 1950. 

Brobeil, A.: Hirndurchblutungsstérungen. 1950. 

Biirger, M.: Klinische Fehlidiagnosen. 1953. _ 

Chatterjee, K. D.: Human Parasites and Parasitic Diseases. 1952. 

Daubresse, E.: L’Origine des Maladies: essai de synthése. 1951. 

Drolet, G. J., and Lowell, A. M.: A Half Century’s Progress 
Against Tuberculosis in New York City. 1952. 7 

Edwards, L. B., et al.: B.C.G. vaccination: Studies by the 
W.H.O. Tuberculosis Research Office, Copenhagen. 1953. 

Goodale, R. H.: Clinical Interpretation of Laboratory Tests. 
Second edition. 1952. : 

Gottlober, A. B.: Understanding Stuttering. 1953. J 

Griebel, C. R.: Der Gesunde und der Kranke Kehlkopf im 
Réntgenbild. 1952. ile . 

Gyérké, A. C.: La Lepra en el Archipielago Canario. 1952. 

Hall, B. H., et al.: Psychiatric Aide Education. 1952. 

Holzer, W. (Editor): Therapie de Nerven- und Geisteskrank- 


heiten. 1951. " we 
Kottmaier, J. (Editor): Taschenbuch der praktischen Medizin. 2 


Auflage. 1953. ; : 
Krayenbihl, H., and Richter, H. R.: Die zerebrale Angiographie. 
1952 


Kreiner, W. M.: Zur Technik der Reeptageesien. 1952. 
Lancaster, J. E.: Manual of Orthoptics. 1951. 
Lectures on the Scientific Basis of Medicine. Volume I, 1951-2. 


Lederle Laboratories: Aureomycin: bibliography and index. 


Lezius, A.: Die Lungenresektionen. 1953. ’ 

Linderstrom-Lang, K. U.: Proteins and Enzymes (Lane Medical 
Lectures). 1952. 

Lorenzen, H.: Leibesiibungen mit Kérperbeschadigten. 1951. 

Maciejewski, A.: Functional Treatment of Congenital Dislocation 
of the Hip Joints in Children. (Polish text with English 
summary.) iB 

Mackintosh, J. M.: Trends of Opinion About the Public Health, 
1901-1951. 1953. 

Mittermaier, R.: Die Krankheiten der Nasennebenhdéhlen, der 
Ohren und des Halses im Réntgenbild. 1952. 

Moseley, H. F.: Textbook of Surgery. 1952. 

Myers, B.: The Reminiscences of a Physician. 1949. 

—- J. M.: Textbook of Clinical Neurology. Third edition. 
1951. 


Pagel, W., Simmonds, F. A. H., and Macdonald, N.: 
Imonary Tuberculosis. Third edition of Kayne, Pagel, and 


O'Shaughnessy. 1953., 





Notes and News 








Hospitality Wanted——A Yugoslav surgeon who speaks 
English seeks hospitality in the London area for one or two 
months in return for hospitality in Dalmatia. Suitable dates 
could be arranged. Any reader interested should first com- 
municate with Dr. H. A. Sandiford, International Medical 
Visitors’ Bureau, B.M.A. House, Tavistock Square, London, 


W.C.1. 


Emergency Equipment at Home.—When life-saving equip- 
ment—for example, oxygen tents, respiration machines—is 
needed from a hospital for use in a patient’s home, hospitals 
are to supply it on the application of the patient’s general 
practitioner. They are not to wait for the recommendation 
of a hospital specialist, which is the usual course when 
there is no urgency (R.H.B. (53) 81). 


PRIZE ESSAY COMPETITION FOR MEDICAL 
STUDENTS, 1954 


The Council of the British Medical Association is pre- 
pared to consider the award, in 1954, of prizes to medical 
students for essays submitted in open competition. The sub- 
ject of the essay will be: “Is the Medical Curriculum too 
Heavily Loaded ? ” 


The purpose of this competition is to promote systematic ob- 
servation among medical students. In awarding the prizes due 
regard will be given to evidence of personal observation. No 
study or essay that has previously appeared in the medical press 
or elsewhere will be considered eligible for a prize. Previous 
prizewinners are eligible for a second award of a prize. 

Any medical student who is a registered member of a medical 
school in the United Kingdom or the Colonial Empire at the time 
of submission of the essay is eligible to compete for a prize. If 
any question arises in reference to the eligibility of a candidate 
or the admissibility of his or her essay, the decision of the 
Council of the British Medical Association will be final. Should 
the Council decide that no essay entered is of sufficient merit, no. 
award will be made. In determining the number and amount of 
prizes to be awarded, the Council will take into consideration the 
number and standard of essays received. 

It is suggested that essays should consist of from 2,000 to 
5,000 words. Essays must be typewritten or legibly written in 
the English language on foolscap paper, on one side only, must 
be unsigned, and must be accompanied by a note of the name 
and the medical school of the entrant. Notice of entry for this. 
competition is necessary and a form of application can be 
obtained from the undersigned. 

Essays must be forwarded so as to reach the Secretary of the 
British Medical Association not later than December 31, 1953. 
Inquiries relative to the Competition should be addressed to the 
Secretary, British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.1. 

A. MACRAE, 
Secretary. 





Association Notices 





FORMATION OF NEW WEST LOTHIAN DIVISION 


Notice is hereby given by the Council to all concerned that 
it is proposed to reconstitute the existing Lothians Division 
into two separate Divisions as follows: 


(a) An East and Mid Lothian Division comprising the Counties. 
of East and Mid Lothian. 

(b) A West Lothian Division comprising the County of West 
Lothian. 


Any member affected by this proposal and objecting: 
thereto should write to the Secretary of the Association by’ 
Monday, August 31, 1953. 

A. MACRAE, 
Secretary. 


Diary of Central Meetings 
SEPTEMBER 


16 Wed. Guillebaud Evidence Committee, 11 a.m. 
30 Wed. Occupational Health Committee, 11 a.m. 


Meetings of Branches and Divisions 


SOUTH STAFFORDSHIRE DIVISION 


The annual meeting was held in Wolverhampton on June 5,. 
1953. The following officers were elected: 

Chairman.—Mr. W. Leslie Thomas. 

Vice-chairman.—Dr. Jessie E. Pringle. 

Hon. Secretary and Treasurer.—Dr. L. C. Rutter. 


WAKEFIELD, PONTEFRACT, AND CASTLEFORD DIVISION 


The annual divisional meeting was held at the Clayton Hospital, 
Wakefield, on May 17, 1953. ith Dr. T. Gardner in the chair, 
there were nine members present. The following officers were: 
elected for 1953-4: 

Chairman.—Dr. Marjorie Steven. 

Vice-chairman.—Dr. L. Watson. 

Hon. Secretary and Treasurer——Dr. A. G. James. - 
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The B.M.A. in Committee 








MEDICAL SERVICE IN THE ARMED 
FORCES 


During the greater part of its existence the Association has 
had, under one name or another, a committee charged with 
the interests of doctors in the medical services of the defence 
Forces. Until recent years this was known as the Naval and 
Military Committee ; it now appears under the name of the 
Armed Forces Committee. At present it consists of 17 mem- 
bers, apart from the principal officers of the Association, 
who are members ex officio. The members include high- 
ranking officers of all the three Services and civilian practi- 
tioners with Service experience, together with one repre- 
sentative from the Medical Branch of the Royal Navy, the 
Royal Army Medical Corps, the Medical Branch of the 
Royal Air Force, the Territorial Army R.A.M.C., and the 
Royal Navy and Royal Air Force Volunteer Reserves. 


Backroom Committee 


Not much is said, usually, when the reports of this Com- 
mittee come forward to the Council, and through the Council 
to the Representative Body. They are generally taken towards 
the end of the proceedings, and evoke little or no discussion, 
because, except during the times to which that inadequate 
word “emergency” applies, the affairs of this Committee 
are of direct interest only to a small section of the profes- 
sion—that is to say, the men and women who have com- 
missions in the Services—although, to be sure, many civilian 
doctors carry out part-time or occasional work in some form 
for Services personnel. 

The Association has never relaxed its vigilance concern- 
ing the position of its members who are in the defence 
Forces. It is realized that many of them, by reason of their 
location and their frequent change of place, are outside 
ordinary Branch and Divisional organization; moreover, 
they are subject to regulations and discipline and are not 
allowed to combine in the way which is open to people in 
practically every other form of employment. The Associa- 
tion has always been, and still is, the obvious body to take 
a comprehensive view of the conditions of medical services 
in the Forces as compared with services outside, and to make 
the necessary representations to the defence departments. 
Indeed, the history of the Association is full of instances of 
effective intervention on behalf of these officers, and, although 
obduracy on the part of the powers that be has often been 
encountered, the position of these officers and the efficiency 
of the service that they can give to those under their charge 
have—to use a hackneyed phrase—improved out of all 
recognition. 


Balaclava Surgeons 


To appreciate this it is necessary only to glance at the 
very different position of these men a hundred years ago. 
To take the Army alone—though a similar state of affairs 
obtained in the Navy—the ordinary medical officers in the 
middle of the nineteenth century suffered many injustices. 
They were not really regarded as part of the Army at all, 
but only as camp followers, although they shared the perils 
of Army campaigns and had their share of wounds and 
disease. The conditions of admission to the Service and 
promotion in rank would now be regarded as intolerable. 
The successful candidate in an examination might have to 
wait for years for a commission as assistant surgeon with 
the rank and pay of a lieutenant, plus a shilling a day. 


The Struggle for Status 


At a time when that “bothering woman” (her own 
description), Florence Nightingale, was preparing herself to 
undertake the gigantic task of reforming the health admini- 
stration of the British Army, and moving heaven and earth 
(which included Queen Victoria’ and the Prince. Consort, as 
well as the Panmures and other “ bullyable mortals”) to 
secure the setting up of a Royal Commission to investigate 
the administration of the Army Medical Department, the 
Commission to be filled with her own nominees, while she 
arranged who should not be the next Director-General of 
the Department—at the time this was happening the Associa- 
tion was also moving, presenting in 1857 a comprehensive 
memorial on a thorough reorganization of the medical 
services. It was urging that none but properly qualified 
medical men should be engaged ; that, once commissioned, 
they should enjoy absolute equality with other officers and 
have like authority over those serving under them, and that 
they should be equally well provided in respect of pensions 
and eligibility for distinctions and rewards of good service. 
In 1858 new Army regulations were issued which remedied 
the position to some extent, though in practice they were 
often rendered ineffective as a result of the resentment of 
combatant officers on seeing a subordinate department raised 
to relative independence and power.’ 

For many years Army medical reform continued to be a 
live subject in the Association, and the status and security 
of the medical officer were a matter of constant argument 
between Great Queen Street or the Strand, where the Associa- 
tion had its offices, and Whitehall.. For a long time the 
Army surgeon was still regarded by the authorities as not 
quite a civilian nor quite a soldier, and suffered from the 
disadvantage of the worst of both worlds. His promotion 
was blocked ; the conditions which awaited him on retire- 
ment were most unsatisfactory ; when working in hospital 
he had no authority even over his own orderlies ; his work 





‘The full story is told by Mr. Russell Coombe in a short history 
published in the Handbook of the Association in 1921. 


2533 








74 <Aua. 8, 1953 


B.M.A. IN COMMITTEE 


SUPPLEMENT To THE 
BRITISH MEDICAL JOURNAL 





compelled him to have a horse, but he was never sure of his 
forage allowance. A new code of Army regulations came 
in in the ‘nineties, thanks again to an Association committee 
which was still considering Army medical reform. 


The Royal Corps 


The creation of the Royal Army Medical Corps, which 
was announced in 1898 by the Secretary of State for War, 
Lord Lansdowne, may be said to be an Association achieve- 
ment. The Service was further improved after the South 
African War, again largely on the initiative of the Associa- 
tion, which made important recommendations concerning 
promotion, increase of pay, and pension rights. The work 
of the Association during the two great wars deserves a 
separate chapter, or many chapters, to itself. A word may 
be said about the work of the Naval and Military Com- 
mittee, as it then was, in connexion with the many prob- 
lems arising from the demobilization of medical officers 
after the war of 1939-45. Release leave, allowances, dis- 
ability pensions, absorption into civilian work, and refresher 
courses for released officers were among the questions that 
crowded forward. 


The Interests of Service M.O.s 


To-day the Committee is perhaps more pedestrian but 
none the less useful. On Service pay and recruitment it 
has lately prepared and submitted a memorandum through 
the Council to the Working Party set up by the Ministry of 
Defence. The idea has been to secure for medical officers 
in the Services a position as comparable as possible to that 
of the civil practitioner. The inadequacy of widows’ pen- 
sions has also recently been a matter for representation. 
The Association’s Medical Practices Advisory Bureau offers 
its services to medical officers on retirement if they are seek- 
ing to take up civil appointments. The Committee keeps in 
close touch with the Medical Directorates of ali three 
Forces. It does not intervene in cases of individual griev- 
ance unless the individual concerned has availed himself of 
the internal machinery open to him in his Service and 
apparent injustice still remains. The Committee gets little 
publicity, but it is performing a most useful function in the 
tradition of the Association from its very beginning. 





|} = = 


REVIEW OF THE N.HLS. 
NO DRASTIC CHANGES—Minister 


The Minister of Health gave an assurance last week that he 
has no intention at present of making any drastic changes 
in the basic structure of the Health Service. Introducing 
the annual report of the Central Health Services Council,’ 
he draws attention to what he and the Council consider to 
be its most important single piece of work in 1952—namely, 
the study of medical research in relation to the National 
Health Service. It was carried out by the Standing Medical 
Advisory Committee and the Medical Research Council. 
The fruits of this study—recommendations greatly to ex- 
pand clinical research—were published recently and dis- 
cussed in the Journal of July 18 (p. 140). Most of the 
Council’s work was reported in these columns when it was 
first published, and may be briefly summarized here. 

A number of recommendations were made on improving 
the welfare of patients in hospital, and daily visits from 
parents of children in hospital were also advocated pro- 
vided that adequate safeguards are taken against infection. 
The Council considers that cancer education should be 
carried out locally by voluntary bodies, not by any cen- 
tral government organizations. Some action should be 
taken to ensure that people seeking work in this country 
from abroad should be free from infectious ‘tuberculosis 
when they arrive. 


‘Report of the Central Health Services Council for the Year 
Ended December 31, 1952. H.M.S.O. 1s. 3d. 








Minister—Hospital Consultation 


With the Council’s recommendation that regional hospital 
boards should be fully consulted by the Minister on the 
application of policy in the hospital service, Mr. Macleod 
expresses his whole agreement. He adds that, “ while ulti- 
mate direction from the centre is unavoidable, I am satisfied 
that it should be kept to the minimum and that those re- 
sponsible for running the Service should have as much say 
as possible in its development. I hope it is fair to say that 
this conception of partnership is given effective expression 
in the regular consultation between members and officers of 
the hospital authorities and my Department.” 

He also makes the point—of special topical interest—that 
hospitals should take full advantage of the help they can 
get from medical officers of health in investigating outbreaks 
of infectious diseases and food-poisoning, and admonishes 
those “too many hospitals” whose practice “has been 
defective in this respect.” The dental services in hospitals 
are described as being “generally most inadequate, for 
patients and staff alike.” 





Correspondence 








Cost of Prescribing 


Sir,—The chief medical officer of the Ministry of Health 
is assured of the loyal support of all medical men concerned 
in response to his recent appeal to them to help reduce the 
huge N.H.S. drug bill. It is encouraging also to learn that 
the right to prescribe whatever we think necessary in any 
individual case is not to be taken from us, subject to justifi- 
cation of the cost to our colleagues on the local medical 
committee, if called upon to do so. 

In the exercise of this right fellow-practitioners may, how- 
ever, be unaware of the time, trouble, and expense to which 
unwittingly they may be committed, as the following example 
will show. 

In December, 1950, a medical consultant, in whose judg- 
ment I have every confidence, found a patient of mine, an 
agricultural labourer, to be suffering from an active gastric 
ulcer, confirmed radiologically. To heal this he advised a 
period of strict bed-rest at home on the Witt 3 hospital 
diet. He gave the patient a copy of this, and in his report 
to me asked if I would supply the (only) medicaments named 
therein—namely, vitamins A, C, D, and “marmite.” In 
accordance with the ethics of medical consultation I did 
so, prescribing on the E.C.10 form a liquid combination of 
A and D, ascorbic acid tablets, and—since the patient had 
read the sheet—the B complex as “marmite,” an 8-oz. 
(240-g.) jar. 

A year later I was invited by the local medical committee 
to justify the prescription of this marmite. I explained that 
the specialist had advised it, and sent a copy of the diet 
sheet. The committee decided they had no alternative but 
to have me surcharged the marmite, as it is classified as 
a “food” in the First Report of the (Cohen) Definitions 
of Drugs Joint Subcommittee. In forwarding this decision 
their secretary explained my right to appeal to the Minister, 
and I elected to exercise it. Inadvertently I omitted to 
lodge the appeal within the month allowed, but the secre- 
tary of the Ministry then wrote to remind me and accepted 
the appeal a few days later. 

Another year passed before I was invited to appear person- 
ally or be represented legally 50 miles away at Cambridge, 
so that the referees, a lawyer and two doctors, could decide 
whether the marmite was or was not a drug in the circum- 
stances in which I had prescribed it. 

I duly appeared, supported by a solicitor trom a firm 
commissioned by my defence union. We were accorded a 
careful and courteous hearing. I reiterated the explanation 
given to the local medical committee, stated that the 
specialist had since confirmed that the patient “ really 
needed ” these medicaments, and added that—since reading 
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up the subject—I now thought the diet advised was prob- 
ably deficient in the B vitamins. I also explained that it is 
now thought that there is a greater need of the B complex 
vitamins in cases of peptic ulcer, owing to their beloved in- 
creased local destruction in that disease. In this connexion 
I invited the referees to consider the: third sentence in the 
section on vitamins on page 36 of the (1952) National 
Formulary, and other references. 

A copy of their report to the Minister has just been re- 
ceived. They state that it is clear to them from perusal of 
the diet sheet that the marmite and other vitamins were 
intended as part of the diet, so my appeal is disallowed. 
I am sure they are as anxious as I am that this decision 
should have publicity.—I am, etc., 

Mattishall. CHARLES S. THOMSON. 

Sir,—I would respectfully point out to Dr. Geoffrey 
Bourne (Supplement, July 25, p. 66) that his criticism of 
digoxin on economic grounds omits certain important 
facts. As a dispensing practitioner, I find fault with tablets 
of digitalis leaf on two grounds, economic and therapeutic. 
There is considerable wastage in the dispensing pack and 
in the pillbox from disintegration to powder. In many 
households I have seen these tablets spoilt by damp. These 
drawbacks are totally avoided by the use of a hard, stable, 
polished tablet. Allow me to disclaim any proprietary 
interest in digoxin.—I am, etc., - 

Sedbergh. H. THISTLETHWAITE. 


The G.P. and the Industrial Medical Officer 


Sir,—I am grateful to Dr. G. MacBain (Supplement, July 
11, p. 13) for his friendly and courteous criticisms of my 
letter (Supplement, June 27, p. 314). There is no funda- 
mental divergence between our views, for I agree with him 
that it is not in the patient’s interest that doctors should 
quarrel over him, and that reciprocal courtesy and under- 
standing should ensure that conflicts do not occur. I know 
of the inspiring project of the Corby Diagnostic Centre and 
of the very happy relationship between Dr. MacBain’s 
organization and his general-practitioner colleagues. Ideally, 
this kind of relationship should exist wherever there is an 
occupational health service. I believe that in Corby there 
are special conditions—a very large works which dominates 
the town, and a small number of general practitioners— 
which have facilitated personal contact; though this does 
not make his achievements any less praiseworthy. 


But can it honestly be said that in Corby, or in any other 
place where similar good relations exist, the credit should be 
given to the ethical rules for industrial medical officers? In 
these circumstances the doctors concerned, because of their 
personal regard for each other, have tacitly agreed between them- 
selves that the rules are superfluous, and shall not in fact govern 
their relations, which are founded instead on ordinary profes- 
sional courtesy. Do the rules then help to improve a less happy 
situation ? There is abundant evidence that they frequently have 
the opposite effect. Not every doctor is uniformly courteous, 
either in industry or in general practice. The rules are apparently 
aimed at teaching manners to the industrial medical officer, but 
have nothing to say about the discourteous general practitioner. 

There is more involved in this discussion than mere considera- 
tions of the status and prestige of the industrial medical officer. 
The establishment of a comprehensive occupational health service 
is accepted B.M.A. policy, and employers and employees alike 
will expect such a service to provide for treatment, so far as this 
can reasonably be given at the place of work, with a view to 
minimizing loss of working time. It is they, rather than the 
medical profession, who are the final arbiters, although there is 
every reason to think that they will recognize, as they have always 
done in the past, that there is such a thing as medical etiquette. 
The trend is illustrated by a recent press report that a large 
general hospital in the Midlands, unable to fill two vacancies 
for casualty officer and house-surgeon, has appealed to those 
factories with medical departments not to refer cases to hospital, 
but to treat them as far as possible in the works surgery. 


The Ethical Rules, though revised in 1949, are still in- 
spired by the same spirit as the original ones, drawn up 
when most industrial medical officers were in general prac- 


tice. The drafters appear to have been dominated by the 
fear that the works doctor might induce his colleagues’ 
patients to transfer to his practice, and the rules were 
intended to guard against this. Since then things have 
changed ; occupational health services have played an in- 
creasingly important part in our national life, and will con- 
tinue to do so. Whatever branch of the profession we 
practise in, we owe it to our patients to collaborate for 
their good ; but this must surely be on a footing of equality, 
a relationship engendered by the quality of the work we 
do, and not one prescribed by an anachronistic code.—l 
am, etc., 
Birmingham. 


F. H. Tyrer. 


Sweated Doctors 


Sir,—The following vacancies have been publicly adver- 
tised during the current month by hospitals in the Home 
Counties : 

















Weekly Hours 
Job Age |Pay/Week Notes 
Duty | Free | Total 

Junior house-officer | Any |£6 15 © | 136 | 32 | 168 | Whether provision- 

(first 6 months) ally i; fully reg- 

iste 

Hospital clerk 251615 0 Unstated 
Gardener’s labourer} —/|6 2 0] 48 | 120, 168 
Theatre orderly 

(shift) —|611 0] 48 | 120] 168 
Kitchen porter .. —{6 2 0} 48 | 120] 168 
General porter(shift)} —|6 2 0] 48 | 120! 168 
Shorthand typist . . 25;510 0 Unstated 

















In the same period the Industrial Court has raised to 
£7 5s. a week the wages of general clerks aged 25 employed 
in the London office of the National Society of Painters. 
Into the comparative earnings and hours of such workers 
as miners, dockers, market porters, and skilled transport 
men of similar age I hesitate to delve. 

Of all the above N.H.S. jobs, which can compare in 
responsibility, difficulty, anxiety, wear and tear, and risk 
with that of the house-officer, with the lives of patients on 
his hands, night as well as day ? In which other of them 
is the holder obliged, as a condition of his employment, to 
insure himself against actions for damages? Who but he 
can earn no overtime, and never be sure of an unbroken 
night except on six ‘or seven days a month ? 

Look at the figures. Obvious underpayment (both relative 
and absolute) on the one hand; overwork no less obvious 
on the other—what are conditions such as these but the 
merciless exploitation of young doctors, especially when 
aggravated by the increasing and very intelligible difficulty 
of filling resident vacancies ? 

The house job at the top of my list (which offers only 
one free week-end in four) is possibly an extreme case ; but 
in the common cases of one free week-end in three, or even 
in two, the total hours of freedom (to compare with the 120 
granted to all the other listed jobs) are still only 36 and 41 
respectively. 

How in such conditions can a young doctor look after 
his patients properly even if he ignores his own health ? 
Is the B.M.A. asleep ?—I am, etc., 

Hove. W. B. MANLEY. 


Ophthalmic Services , 


Sir,—In the reports of the Cardiff meeting of the B.M.A. 
I have failed to see any reference to the inconsistencies of 
the.Supplementary Ophthalmic Services. How many of our 
G.P. and specialist colleagues realize that the O.M.P. has 
to provide his own establishment and equipment himself 
for which he gets no compensation and no pension? His 
only alternative is to work in an optician’s shop, where the 
medical atmosphere of eye symptoms as part of ill-health is 
replaced by the commercial one of whether or not a nice 
new pair of spectacles should be purchased. 
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How much longer are we going to tolerate the numerous 
patients who, while retaining a private general practitioner, 
come for a sight test on the N.H.S. and proceed to purchase 
an expensive pair of spectacles'from the optician made up 
to our National Health prescription? Was there ever a 
better example of cut-price medicine ? 

It is surely time that this abuse of our profession be 
stopped. It should be made possible for anyone needing 
glasses to receive a free test and a free pair of glasses made 
to a limited but adequate specification of frame under the 
N.H.S., but any person wanting anything more elaborate 
than this should pay for both the sight test and the glasses. 

The only alternative is to restore the State sight-testing 
fee to a proper level, but this would cost the Exchequer 
considerably more.—I am, etc., 


Redhill. F. J. Curtis. 


Use of Health Visitors 


Sir,—The following is an extract from a letter sent to 
general practitioners in this area recently: 

** If you have not already read the report of the Annual Repre- 
sentative Meeting of the B.M.A. concerned particularly with the 
Public Health Committee and under the heading ‘ Health 
Visitors,’ I hope you will do so. It is to be found on pages 25 
and 26 of the Supplement to the British Medical Journal of July 
18. The meeting carried the following motion: 

“*That the Association welcomes health visitors working 
under the guidance of general practitioners as a means by which 
such practitioners may increase the help they can give to 
patients, and that the Council be requested to consider ways 
whereby the help given by health visitors to general practitioners 
may be increased.’ 


“ Dr. W. E. Dornan (Sheffield) said that his group of medical 
practitioners had the services of a health visitor placed at their 
disposal and working to their orders in co-operation with the 
services provided by the local health authority. 

“In this Division the health visitors are available to visit cases 
at the request of medical practitioners and to assist patients in 
carrying out the advice and orders of their doctor and to report 
direct to that doctor any matters of which he should be informed. 
Health visitors have been instructed that they are to carry out 
this work if and when requested and to do their utmost to co- 
operate with general practitioners. Doctors in this area have in 
the past made little use of health visitors, and I find it difficult 
to believe that there are not cases where a report of a test feed 
or other services of the health visitor would not be useful. I hope, 
therefore, that you will consider whether it is not possible for 
general practitioners and the local health authority to make a 
better use of health visitors in the future than in the past.” 


I shall be gratified if it elicits a favourable response.— 


I am, etc. 
, . R. A. W. PROCTER, 
Otley, Yorks. Divisional Medical Officer. 





Notes and News 








Housing of Nurses.—The Ministry of Health questions 
whether an unduly large share of the available resources is 
not being spent on nurses’ accommodation, to the prejudice 
of some other important developments. The practice of 
“ living in,” it says, is established by tradition as normal for 


nursing staff, and it asks whether it continues to be justified - 


by the conditions of the nurses’ work or the needs of the ser- 
vice. The Standing Nursing Advisory Committee has now 
come to the cgnclusion that, subject to certain reservations, 
“There are 8 factors inherent in the work of a hospital 
nurse that make it necessary that she should live in the hospi- 
tal in which she works or in near-by accommodation provided 
by the hospital authority.” The chief difficulty is obtain- 
ing accommodation at a reasonable cost and reasonably 
accessible to the place of work. So the Ministry indicates 
in R.H.B. (53) 83 that hospital authorities should help their 
nurses and other employees to find suitable living accommo- 
dation, and they might consider following the example of 
university authorities by maintaining registers of approved 
lodgings to which nurses and others in need of accommoda- 
tion could be referred. 


Assistance to Pay Charges.—The total amount of national 
assistance granted in 1952 to meet charges raised under the 
National Health Service was just over £600,000. Of this, 
£209,000 represented the refund of shilling charges for pre- 
scriptions from June 1 onwards, when the charges began. 





H.M. Forces Appointments 








ROYAL ARMY MEDICAL CORPS 
Captains F. L. Holroyd and I. M. Grant to be Majors. 


REGULAR ARMY RESERVE OF OFFICERS 
RoyaL ARMY MEDICAL Corps 


Major W. Mackenzie, having attained the age limit of liability 
to recall, has ceased to belong to the Reserve of Officers. 


REGULAR ARMY: EMERGENCY COMMISSIONS 


Royat ‘ArMy MEDICAL Corps 


Lieutenant (War Substantive Major) A. Kirshner has relin- 
quished his commission, and has been granted the honorary rank 
of Lieutenant-Colonel. 


COLONIAL MEDICAL SERVICE 


“wa | MPa ig have been announced: M. A, Byer, 
edical Officer of Health, Barbados; H. C. 


Pease ah Ma. Assistant Director of Medical 
eee, Tang anyika K. Sperber, M.D., D.P.H., Medical 

fficer, Gold “wr — L.M.SS.A., Medical Officer, 
Sonar: D. R a “BL FRCS. Orthopaedic Surgeon, 


—_— of Malaya ; L. H. Hatcher, "MB., Medical Officer, 
iji. 





Association Notices 





SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH 


The Council of the British Medical Association is prepared 
to receive applications for research scholarships as follows : 
An Ernest Hart Memorial Scholarship of the value of £250. 

A Walter Dixon Schoiarship of the value of £250. 

These scholarships will be awarded to candidates whom 
the Science Committee of the Association recommends as 
qualified to undertake research in any subject (including 
State medicine) relating to the causation, prevention, or 
treatment of disease. 

Each scholarship is tenable for one year commencing 
October 1, 1954. A current scholar may apply to be re- 
appointed for an additional year. No scholarship may be 
held for more than three years. A scholar is not necessarily 
required to devote the whole of his or her time to the work 
of research, but may be a member of H.M. Forces or may 
hold a junior appointment at a university, medical school, 
or hospital, provided the duties of such appointment will 
not, in the opinion of the Science Committee, interfere with 
his or her work as a scholar. 

Applications for scholarships must be made not later than 
March 1, 1954, on the prescribed form, a copy of which will 
be supplied on application to the Secretary, British Medical 
Association, B.M.A. House, Tavistock Square, London, 
W.C.1. 

Applicants are required to furnish the names of three 
referees who are competent to speak as to their capacity 
for the research contemplated. 





Diary of Central Meetings 


SEPTEMBER 


Public Health Committee, 2 p.m. 


11. ‘Fri. 
Arbitration Committee, 2 p.m. 


23 Wed. 





Correction.—We regret that in our report of the Annual Repre- 
sentative Meeting (Supplement, July 18, p. 26) we attributed to 
Dr. A. Y. Cochrane (Edinburgh) the contribution to the discus- 
sion made by Dr. N. J. Cochran (Burton-on-Trent). 
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The B.M.A. in Committee 








PRIVATE PRACTICE 


Several of the committees of the Association are inade- 
quately named in view of the range of work which falls 
to them. It is not possible to put into a short title what 
they do. This is conspicuously true of what is now called 
the Private Practice Committee—a committee of 16 or 18 
members dealing with matters affecting private practice 
which do not come within the purview of those other com- 
mittees whose concern is with the various medical services 
under the National Health Service Act. It would be difficult 
to hit upon a name which could describe in a word or two 
the miscellaneous agenda which confront the Private Prac- 
tice Committee at its (normally) quarterly meetings. It 
must not be assumed that it is a committee which deals 
with the left-overs—the odds and ends which the National 
Health Service has failed, or scorned, to pick up. Many of 
the items, numbering perhaps thirty or forty, which come 
before it at its meetings may appear to be matters of small 
detail, but all of them have their importance, general, local, 
or individual. Moreover, some of the questions have a 
habit of recurring again and again, cropping up in new 
guises and requiring a modification of a previous decision 
or a reaffirmation of it. If one looked up the records of 
the committee or of its predecessor ten years back one 
would find many of the questions, such as points on certifi- 
cation, fees for medical reports for assurance companies, 
and so on, very much as they keep presenting themselves 
to-day. 

The fact is, of course, that the work which a practitioner 
may be called upon to do, outside the National Health 
Service as well as within it, is so various and complex, so 
much dependent upon the particular situation, that it cannot 
be reduced to a rigid pattern, either of obligation or of 
remuneration. The committee which looks after the interests 
of the practitioner on the private side of his work must 
be flexible and prepared to consider many similar cases 
from the point of view of each particular one. The doctor's 
work is not a fit- field for the methods of quantity surveying. 
The assessment of fees, the decisions on conditions of 
appointment, and innumerable other matters have to be 
reviewed again and again, and in the Private Practice Com- 
mittee the Association has a fit instrument for this task. 

Typical agenda may cover such questions as fees for 
examination and report for life assurance corporations, for 
certain services to public authorities, for witnesses in courts, 
for varied forms of certificates, for the occasional treatment 
of certain special classes in the community, for the examina- 





‘contrivance. 


tion of “drunks in charge,” the remuneration of ship 
surgeons, and so on. The committee, of course, is not 
preoccupied merely with fees. Such questions come before 
it as those relating to the appointment and powers of 
coroners, the forms of certificate required by Government 
departments or other public bodies, points arising on work 
undertaken for local authorities, right down to the remedy 
for the unattended telephone, or the doctor sign on the 
car, or the line to be drawn between day and night calls— 
small matters, some of them, but helping to smooth out the 
corrugations in daily practice. 


Liaison 


The Private Practice Committee consists of twelve elected 
representatives and up to three co-opted, together with 
one member from the General Medical Services, one from 
the Consultants and Specialists, and one from the Public 
Health Committees. This liaison between the various com- 
mittees is one of the most important features in B.M.A. 
committee structure. The Journal Committee, for example, 
has representatives from the Central Ethical, the Organiza- 
tion, and the Science Committees. The Organization Com-- 
mittee includes a representative from the Colonies and 
Dependencies Committee, and the latter has a representa- 
tive from the Organization Committee. The Private Prac- 
tice Committee has representatives on the Occupational 
Health, Public Health, Consultants and Specialists, and 
Finance Committees, and on the Consultants and Specialists 
Committee there are representatives from four other stand- 
ing committees, not to speak of others from the Specialist 
Group Committees. 

This interlacing of representation, while it means double 
attendances for the members concerned, is a very necessary 
The boundaries of committee work can never 
be exactly defined. 


Origins of the Committee 


The former Medico-Political Committee was the pro- 
genitor of the Private Practice Committee. The Medico- 
Political Committee, from the early years of this century, 
played a very important part in Association affairs. In 
that committee the first steps were taken towards putting 
right various inequities from which practitioners suffered, 
and many useful changes to the advantage of the practi- 
tioner in establishing his status and ensuring him a proper 
remuneration for various services were made. The term 
“ medico-political,” which equally applied to some other 
committees, was later dropped, and the committee became 
the General Practice Committee. For some years it had 


the advantage of having Dr. S. Wand in its chair, but when 
the National Health Service started he became chairman 
2534 
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of the General Medical Services Committee. At the same 
time the General Practice Committee was reborn as the 
Private Practice Committee, and since 1948 Dr. Ian Grant, 
of Glasgow, has guided its work. He has done so with a 
gentle and yet a firm hand, checking the unreasonable 
demands which are sometimes received from members out- 
side, but standing for a proper recognition of the services 
which the doctor renders to the community in many direc- 
tions outside the National Health Service. It is a highly 
interesting committee to serve, partly because of the 
diversity of its work. Sometimes it touches on medico- 
legal matters, and here it has the advantage that at least 
two of its present members have legal experience. During 
the last five years it has had many solid achievements to 
its credit—achievements which have eased the burden and 
improved the reward of many practitioners. 





- 


NEW MATERNITY BENEFITS 


Cash maternity benefits under the National Insurance scheme 
are to be increased, and changes made in the conditions of 
payment, from October 26, 1953. The new maternity grant 
and home confinement grant will be payable for confine- 
ments which take place on or after this date; the new 
maternity allowance is payable for confinements which are 
expected on or after October 26. 





Terms of Payment 


The maternity grant of £4 will be increased to £9. There 
will be an additional new grant of £3 for home confinements. 
For women not employed outside their own home duties the 
home confinement grant of £3 will take the place of the 
former attendance allowance of 20s. a week for the four 
weeks immediately after the date of confinement. Women 
ordinarily working for an employer or self-employed will 
receive the £3 home confinement grant, and a maternity 
allowance of 32s. 6d. for the 18 weeks starting 11 weeks 
before the expected week of confinement, with additions in 
certain circumstances for dependants. This is instead of 
the present maternity allowance of 36s. a week for the 13 
weeks starting six weeks before the expected week of confine- 
ment (or attendance allowance of 20s. a week for the four 
weeks immediately after the date of confinement). 


Qualifications for Home Grant 


The home confinement grant will also be awarded for 
confinements which take place in any other institution or 
accommodation, such as a private nursing-home, so long 
as the cost of accommodation and maintenance does not 
fall on public funds. Occupiers of amenity beds will not 
be entitled to the home confinement grant. 








IRISH HEALTH BILL PASSED 


On July 30 the Dail passed the Government of Eire’s Health 
Bill by 79 votes to 40. Dr. Ryan informed the House that 
the Bill would cost £2,000,000 a year to implement, half the 
amount to be expended by local authorities and the rest by 
the Department. 
I.M.A. Comment 

Dr. P. J. Delaney, secretary of the Irish Medical Associa- 
tion, is reported to have stated that the association found it 
necessary at this juncture to remind the public that it had 
already expressed dissatisfaction with the principles of the 
Health Bill, 1952, basing its opposition on the fundamental 
grounds that “State medicine is bad medicine.” Notwith- 


standing apparent modifications to the Bill during its pass- 
age through the Dail its basic structure remained the founda- 
tion stone of a systern of nationalized medicine. 

He added: “ The association remains convinced that the 
solution of the needs of our health services will be found in 
the adoption of a system of State-aided voluntary insurance.” 


HOSPITAL PRIORITY FOR WAR 
PENSIONERS 


After transfer of the functions of the Ministry of Pensions 
on August 31 priority will be given at all National Health 
Service hospitals to war pensioners needing examination or 
treatment as out-patients or admission as in-patients in 
respect of their “accepted disability "—i.e., for any condi- 
tion related to the disability for which they are pensioned. 
This priority will be given subject only to the needs of emer- 
gency and other urgent cases which must take precedence, 
and hospital authorities are being asked in a Ministry circu- 
lar (RHB (53) 94) to ensure that it is afforded in all cases 
where a condition related to an accepted disability is in- 
volved. Civilian and mercantile marine pensions will be 
dealt with in the same way as Service pensioners. 


Ex-officer Patients 


The Ministry of Pensions has hitherto provided private 
accommodation for ex-officers requiring in-patient treatment. 
In N.H.S. hospitals this will be arranged by the use of 
Section 4 beds, where available, subject to the overriding 
needs of cases urgently requiring private accommodation 
on medical grounds. Any charges payable for ex-officer 
patients will:be borne by the Ministry of Health, and no 
charge will be made to the patient or to the Ministry of 
Pensions and National Insurance. 


Indication of Pensioner Status 
General practitioners are asked by the Ministry of Health 
to state clearly when referring war pensioners to hospitals 
in the National Health Service if the reference is in con- 
nexion with an accepted disability, so that the necessary 
priority may be given. 





Correspondence 








The Drug Bill 


Sir,—Surely the time has come for us to look at the 
nation’s drug bill under the N.H.S., with due regard to its 
short and economically alarming history, to certain basic 
principles, and to the future. 

The Santa Claus beginning at least had the merit of 
idealism, although it was clearly doomed to suicide. The 
first serious amendment, popularly known as “a bob a job” 
(more, of course, for a rupture or varicose veins), lost the 
idealism without gaining in practicability. 

The following are the basic facts, as I see them, which 
should be borne in mind. The object is to ensure that no- 
body is deprived of adequate medical treatment because of 
financial hardship. It is impossible to draw any hard-and- 
fast line between medical products on the one hand and 
toilet preparations, foodstuffs and food substitutes, and 
beverages on the other. It is undesirable solely for N.H.S. 
economy to stigmatize certain medical proprietaries as in- 
effectual. They may benefit the peculiar mixture of body 
and mind of a particular patient, and the most that an 
overseeing political organization should do is to refrain 
from subsidizing them. There is the human fact that a 
person values a thing and derives benefit from it to some 
extent proportionally to what, in a broad sense, he pays for 
it. Effective medical products are not commercial—that is, 
a rich man may wish to buy an aeroplane or television set, 
but not penicillin. 

Instead, therefore, of this endless, hopeless, thankless task 
of sorting out the possibles and probables from the un- 
likelies and the unspeakables, would it not build for a 
better future if we could have, say, three big categories ? 
(a) The really important therapeutic agents, which are made 
unpurchasable and are made free to all patients (N.H.S. and 
private) on medical prescription only. This category would 
be small in number, large in power, and would include the 
antibiotics, sulphonamides, hormones, D.D.A. scheduled 
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drugs, and, of course, others which would have to be decided 
on (by doctors, please). (b) A thorough selection (vide 
supra) of effective palliatives, made inexpensive by heavy 
State subsidies. This list of approved palliatives and dress- 
ings, linctuses, analgesics, laxatives, etc., would be pur- 
chasable without prescription. The patient would not buy 
more than he needed, he would value his medicament pro- 
portionally, and he would not have to return to his doctor 
each time he needed more. (c) For the remainder—the in- 
effective or doubtful medicaments, the “ frills,” for example, 
palatability (and surely this is advantageous only in paedia- 
trics}—let the commercial firms compete and the laws of 
supply and demand operate. 

Unless some such outline scheme is adopted I cannot see 
how it is possible to restore a sense of proportion and dignity 
to the medical aspect of life, which recently has been 
oppressed with the impracticable and sentimental idealism 
of “ where health is concerned no expense must be spared.” 
And who but the medical profession can enlighten the 
misguided, albeit well-intentioned, politicians of the true 
place of medicine in society 7?—I am, etc., 

Littlestone, Kent. P. M. Vicary. 

Sir,—We are asked to boycott so far as possible the 
proprietary medicines. If we do this, the drug houses will 
be unable to afford the employment of research chemists, 
and that would be a calamity. Also the patients do not 
believe our “ But this is just as good as the medicine you 
are used to.” Yet there is insufficient money for the present 
rate of prescribing to continue. 

The provisions of the health scheme were never pro- 
perly thought out, and it would be much more sense to 
change the worst parts completely than merely to modify 
them. In Australia life-saving drugs (insulin, penicillin, vita- 
min By, etc.) only are free, although pensioners have a 
wider range of free medicines. Anything outside these cate- 
gories must be paid for by the patient. If we introduced 
the same scheme here, not only would the demand for 
unnecessary medicines be reduced, but there would probably 
be sufficient people who prefer medicines in elegant pre- 
parations to keep the drug houses happy. Also we would 
be saved the painful task of dealing with the patients who 
bring “ grocery lists ” of the purgatives, antacid preparations, 
etc., they say they need. Very little hardship would be 
caused. Those of us who do not take medicines when we 
have a cough get better as quickly as our patients who take 
pints. Persons with, say, proved bronchiectasis could be 
allowed extra sick benefit money to cover the cost of their 
B.P. cough medicines, or the chronic sick could be put into 
the same category as the pensioners and receive certain 
“ non-life-saving ” medicines free. 

The introduction of this scheme would certainly cause 
an outcry, but sooner or later this will have to be faced.— 
I am, etc., 

Harrogate. 


Succession to Single-handed Practices 


Sir,—The paragraph (75) of the G.M.S. Committee’s report 
(Supplement, May 2, p. 159) concerned with this problem 
was referred back by the Conference of Local Medical 
Committees in June (Supplement, June 27, p. 293). Then, in 
July, the corresponding section of Council’s report was also 
referred back by the A.R.M. (Supplement, July 18, p. 15). 
This shows that there is a large measure of disquiet with 
the solution which has been agreed by the Ministry, the 
G.M.S. Committee, and the Medical Practices Committee. 

It is even more disquieting, therefore, to read that when 
the G.M.S. Committee came to reconsider the matter, despite 
long discussion, they were unable to suggest any alternative. 
If, despite the disapproval of both the Conference and the 
Representative Body of the existing scheme, the G.M.S. 
Committee will not take up the matter with the Medical 
Practices Committee, that existing scheme will remain in 
operation for another year, and perhaps indefinitely, if the 
same thing happens next year—or do the G.M.S. Committee 
hope that the matter will be forgotten by next summer ? 


Betty J. BATT. 


I am sure that the representatives at both meetings realize 
the practical difficulties involved in this thorny problem, but 
nevertheless they could not accept, as a question of principle, 
the agreed scheme. Would it not be better if the wording 
of the relevant paragraphs were altered to this effect : “ The 
Medical Practices Committee will normally accept the re- 
maining partner as the successor, unless there are special 
circumstances which, in the opinion of the local medical 
committee, render such succession contrary to the best 
interests of the Service ?”—I am, etc., 


Stevenage. Davip L. GULLICK. 


Capitation System Unsatisfactory 


Sir,—Dr. A. C. McLeish (Supplement, August 1, p. 71) has 
put a finger precisely on one of the major obstacles to the 
full and efficient employment of all members of the pro- 
fession in general practice—the capitation system. As he 
so rightly points out, a doctor is paid on the number of 
patients he can attract, while the quality of his work goes 
unheeded. It is manifestly wrong that patients should have 
to wait one or two hours for the privilege of two minutes 
of the doctor’s time, while hundreds of general practitioners 
are unable to enter practice. 

There seem to me to be two possible solutions—limitation 
of lists, or a salaried service. I am aware that there is a 
nominal limitation of N.HLS. lists at present, but I do not 
think that a doctor can provide conscientious service for 
3,500 patients all the year round even if he does nothing 
else, and certainly not in addition to midwifery, private 
work, vaccination clinics, dental anaesthetics, etc. 

The second solution, supported by Dr. McLeish, is the 
introduction of a salaried service. I have heard various 
objection to this—that the doctor-patient relationship would 
be endangered, that freedom to choose one’s doctor would 
be lost—but I feel the strongest reason is*the conviction that 
the State would not pay a salary on the scale at which 
a full list is now paid for. 

My submission, therefore, is that until general practitioners 
reduce their valuation of themselves the present unsatisfac- 
tory state of affairs will continue.—I am, etc., 

Petts Wood. Kent H. Hipitcu. 


Sir,—I am writing to support the earnest plea of Dr. A. C. 
McLeish (Supplement, August 1, p. 71) that the time has 
come for the introduction of some form of salaried service. 

A salaried service, under a corporation like the B.B.C.— 
that is, devoid from politics—would have many obvious 
advantages. It would reduce the soaring drug bill by 50% 
at least, if not more, if the doctor were relieved from the 
pressure of the exacting patient and cut-throat competition. 
Medical practitioners are‘ not free agents as regards certifica- 
tion nowadays. Stricter certification (not under pressure) 
would save the country many millions, and would bring back 
some dignity to the profession. Nothing has contributed 
more to the degradation of the profession than the “ easy 
certificate.” 

A salaried service would put an end to the bitterness which 
has torn the profession in two in recent times, and which 
manifested itself in the Extraordinary General Meeting. A 
salaried service would welcome the young practitioners, 
instead of exploiting them or looking on them with suspicion 
as potential competitors. 

With a salaried service, group practice could be introduced 
immediately and would succeed. Group practice with doctors 
competing within the group will never work. A salaried 
service, under an independent corporation, would improve 
the intolerable conditions of practice nowadays, would intro- 
duce a new spirit of co-operation, and would raise the 
dignity of the profession. 

Finally, for your information, I have never been a socia- 
list or communist—but, in view of the fact that the Health 
Service has come to stay, a salaried service would be pre- 
ferable from every point of view to the chaotic conditions 
which prevail at present.—I am, etc., 


Manchester. B. Hires. 
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B.M.A. LIBRARY 


The following books have been added to the Library : 


Pundel, J. P., and Van Meensel, F.: Gestation et Cytologie 
he gy 1951. 

Rawcliffe, D. H.: Psychology of the Occult. 1952. 

— and Képf, O.: Die Hauttuberkulose und Ihre Therapie. 


Riese, W.: Conception of Disease. 1953. 

Roback, A. A.: Psychology of Character. Third edition. 
Rommer, J. J.: Sterility: its Cause and Treatment. 1952. 
Samuel, E.: Clinical Radiology of the Ear, Nose, and Throat. 


1952. 


1952. 
Segal, M. S., and Dulfano, M. J.: Chronic Pulmonary 
mphysema. 1953. 


Sevag, M. G.: Immuno-catalysis and Related Fields of Bacteri- 
ology and Biochemistry. Second edition. 1951. 

Sheldon, J. M., et al.: Manual of Clinical Allergy. 1953. 

Sjévall, H.: Die Chirurgie der Poliomyelitis. 1951. 

Sorsby, M. (Editor): The National Health Service: a Guide for 
Practitioners. 1953. 

Steel, D.: Roentgen Anatomy. 1951. 

Stévenin, H.: La Médecine d’Assurance sur la Vie. 1951. 

Watkyn-Thomas, F. W. (Editor): Diseases of the Throat, Nose, 


and Ear. 1953. 
Zinsser’s Textbook of Bacteriology. Tenth edition by David T. 


Smith et al. 1952. 
Association Notices 


FORENSIC PATHOLOGY 
Petition for the Formation of a Group 
The following petition for the formation of a Group of 
Forensic Pathologists (specidlists in forensic pathology) has 
been addressed to the Council. 


“* We, the undersigned members of the British Medical Associa- 
tion, engaged in the practice of forensic pathology, hereby make 
petition for the formation within the Association of a Group 
of Forensic Pathologists (specialists in forensic medicine). 

“We are engaged in a branch of professional work which has 
always been of great importance both to the medical profession 
and to the public. In recent years it has become more specialized 
and, on account of crimes of violence and increase in litigation, 
plays each year a more prominent part in the security of the 
community as a whole. The number of pathologists practising 
the subject in one Division is too small adequately to represent 
the medico-political problems of our specialty or to advise the 
profession, and we are of the opinion that the formation of a 
group would be an advantage not only to the specialty but also 
to the Association. We feel that at present forensic pathology 
(medicine) is not adequately represented within the existing 
framework of the Association by the Pathologists Group, which 
must perforce cover the whole of that large subject; at the same 
time we could, as a body, assist the interests of the Association 
and especially of its general pathologists by reason of our par- 
ticular training and experience.” 

A. Allison (Glasgow), 

D. F. Barrowcliff (Warwick), 

J. G. Benstead (Formby), 

R. P. Brittain (Leeds), 

F. E. Camps (London), 

W. F. Dorward (Dundee), 

W. E. D. Evans (Sutton, 








John McGrath (Dublin), 

J. McIver (London), 

G. B. Manning (Bolton), 

A. Keith Mant (Walton-on- 
Thames), 

T. K. Marshall (Shipley), 

Patrick N. Meenan (Dublin), 


Surrey), T. K. Owen (Boscombe), 

J. S. Faulds (Carlisle), C. J. Polson (Harrogate), 

F. S. Fiddes (Edinburgh), D. E. Price (Wakefield), 

G. Forbes (Sheffield), E. Rentoul (Renfrew), 

C. R. E. Freezer (Ponty- R. Richards (Aberdeen), 
pridd), C. Keith Simpson (London), 

David H. Fulton (Peter- D. A. Slade (York), 
borough), F. B. Smith (Carnforth), 


~” 


ydney A. Smith (Edinburgh), 
R. Donald Teare (London), 
E. Milford Ward (Leicester), 
C. E. M. Ware (Taunton), 
James M. Webster (Birming- 
ham). 


J. Glaister (Glasgow), 

G. J. Griffiths (Buxton), 

F. D. M. Hocking (Corn- 
wall), 

J. A. Imrie (Glasgow), 

Douglas J. A. Kerr (Edin- 
burgh), 





SIR CHARLES HASTINGS CLINICAL PRIZE 
ESSAY COMPETITION 
The Sir Charles Hastings Clinical Prize Essay Competition 
was established by the Association for the Promotion of 
systematic observation, research, and record in general prac- 


tice. The Competition has been extended by the addition 
of a second prize known as the Charles Oliver Hawthorne 
Clinical Prize. The following are the regulations governing 
the awards : 

(1) The Sir Charles Hastings Clinical Prize, consisting of a 
certificate and 50 guineas, will be awarded for the best essay 
submitted. 

(2) The Charles Oliver Hawthorne Clinical Prize, consisting 
of a certificate and 40 guineas, will be awarded for the second 
best essay submitted. 

(3) Any member of the Association who is engaged in general 
practice is eligible to compete for these Prizes. 

(4) The work submitted must include personal observations 
and experiences collected by the candidate in general practice, 
and a high order of excellence will be required. If no essay 
entered is of sufficient merit no award will be made. Candidates 
in their entries should confine their attention to their own obser- 
vations in practice rather than to comments on _ previously 
published work on the subject, though reference to current 
literature should not be omitted when it bears directly on their 
results, their interpretations, and their conclusions. It is sug- 
gested that essays should consist of from 3,000 to 10,000 words. 

(5) Essays, or whatever form the candidate desires his work 
to take, must be sent to the Secretary, British Medical Associa- 
tion, B.M.A. House, Tavistock Square, London, W.C.1, not later 
than December 31, 1953. 

(6) A prizewinner in any year is eligible for an award of either 
of the prizes in any subsequent year. A study or essay that has 
been published in the medical press or elsewhere will not be 
considered eligible for a prize, and a contribution offered in one 
year cannot be accepted in any subsequent year unless it includes 
evidence of further work. 

(7) If any question arises in reference to the eligibility of the 
candidate or the admissibility of his or her essay the decision 
of the Council on any such point shall be final. 

(8) Preliminary notice of entry for this competition is required, 
on a form of application to be obtained from the Secretary. 

(9) Each essay, which should be unsigned, must be typewritten 
or printed and accompanied by a note of the candidate’s name 
and address. 

(10) Inquiries relative to the prizes should be addressed to the 
Secretary. 





Diary of Central Meetings 
SEPTEMBER 


11 Fri. Public Health Committee, 2 p.m. 

23 Wed. Rehabilitation Committee, 10.15 a.m. 

23 Wed. Arbitration Committee, 2 p.m. 

30 Wed. Occupational Health Committee, 11 a.m. 

Meetings of Branches and Divisions 
GLasGow DIVISION 

A meeting was held in the Glasgow Regional Office on May 
29, 1953. ith Dr. W. D. Anderson in the chair, there were 21 
members present. Rg. geen for the Annual Meeting to be 
held in Glasgow in 1954 were discussed. Dr. J. I. Cameron, 


Joint General Secretary, reported considerable progress by the 
Arrangements Committee dealing with the scientific side of the 
Meeting. A draft letter was approved to be sent to members of 
the Division appealing for support for the Hospitality Fund and 
co-operation in arranging private hospitality for overseas, foreign, 
and United Kingdom visitors. 


NortH LANCASHIRE AND WESTMORLAND BRANCH 


The fourth annual meeting of the Branch was held at Black- 
pool on May 21, when Dr. T. S. Blacklidge, of Blackpool, was 
installed as President for 1953-4. 

In his presidential address Dr. Blacklidge spoke of “* the shower 
of gold ” which had fallen into the lap of the general practitioner, 
a reward not in any way undeserved and which emerged from the 
determination of a small compact minority of the profession 
to insist on the fulfilment of promises previously given. This 
was achieved in a manner consistent with the dignity of the pro- 
fession and without holding society as a whole to ransom. Of 
the N.H.S. Dr. Blacklidge said: ‘‘ There is no field in which it 
is more incumbent upon us to remember that the price of liberty 
is eternal vigilance. ... Administrative dockets and bureau- 
cratic files can become an abomination. Medicine has a human- 
— background, and one must not lose sight of the individual as 
such.” 

Dr. Ian M. Dove, of Blackpool, and Dr. J. R. Turner, of 
Furness Division, were elected Vice-Presidents and Dr. John 
Wilkie, Lancaster, was re-elected Honorary Secretary. 

The members were the guests of the Blackpool Division at 
lunch, and golf and excursions were enjoyed in the afternoon. 
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Correspondence 











Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their lettcrs short. 


Limited Lists 


Sir,—Some of your readers, not directly concerned, may 
be unaware of the arrangements for payment for limited 
lists under the recently introduced distribution scheme. 

The essential points are that loading shall not be payable, 
and the capitation payments shall be reduced by 20%. This 
figure is presumably based on a reduction of 10% as the 
practitioner is relieved of his liability to have persons 
assigned to him under the allocation scheme, and a reduc- 
tion of a further 10% as the practitioner is exempted from 
liability of emergency calls to persons not on his list. It 
goes without saying that, if practitioners with limited lists 
were to be allowed to accept such additional responsibilities 
and receive the full capitation payment, they would be a 
great deal better off for very little additional work. To 
assess the total reduction at 2% rather than 20% would 
surely be a more accurate and realistic estimate.—I am, etc., 


Eastbourne. I. M. BROWN. 


Monthly Payment 


Sir,—My partners and I have recently had to apply to 
our executive council for a payment on account on grounds 
of hardship. The nature of the hardship is one probably 
experienced by a great many general practitioners at the 
present time. The purchase of houses and cars is, in the 
majority of cases, made out of income. The Chancellor’s 
policy of restricted credit, together with higher rates of 
interest and the diminished value of the pound, has affected 
all walks of life, and not least the medical man. Prior to 
the inception of the National Health Service, many practi- 
iioners relied upon the National Health Insurance for only 
a small part of their income. Nowadays the position is 
reversed, and in our own case 90% of our present income 
comes from the National Health Service. 

I feel, Sir, and [ am sure the majority of. my colleagues 
agree with me, that it is time that the exceptional method 
of payment to general practitioners, payment at the end of 
each quarter, was reviewed and that a method of monthly 
payments was devised. It is a matter of fact that Prime 
Ministers, Cabinet Ministers, Members of Parliament, judges, 
members of the armed Forces, Civil Servants, and indeed 
all other people whose source of income is the Exchequer, 
are paid by the month. University professors are, I believe, 
an exception to this rule among professional men. 


I have it on good authority that there would be no real 
difficulty or expense involved in paying general practitioners 
monthly. It would be possible to send to each practitioner 
at the end of each quarter two pay warrants amounting to 
30% of his previous quarter’s earnings, payable on the last 
day of each of the following months ; the balance of 40% 
could follow at the end of each quarter, leaving ample 
margin for any depreciation in his list, etc. I am also told 
that any representation made by the profession to the Minis- 
try of Health would be sympathetically received. 

I would be interested to read the views of my colleagues 
in this matter. 

A RURAL PRACTITIONER. 


Domiciliary Anaesthesia 

Sir,—I beg to call attention to an anomaly in the N.H.S. 
Many dental operations are performed in the patient’s own 
home. These fall, as a rule, into one of the following cate- 
gories: (1) Cases where intratracheal anaesthesia is indicated 
either by the prospective duration of the operation or by the 
possibility of heavy bleeding. (2) Cases of cardiac or pul- 
monary disease which add to the anaesthetic risk. (3) Cases 
where the patient is extremely nervous and anaesthesia in 
the dental chair is not a pleasant prospect for patient or 
operator. It would be impracticable to deal with all these 
patients in hospital even if the large number of beds involved 
were available, because this would interfere with the 
patient’s free choice of dentist. 

In many of these cases the patient’s own doctor is asked 
by the dentist to administer the anaesthetic. He may very 
well consider that he is not qualified to administer an intra- 
tracheal anaesthetic or an anaesthetic to a bad cardiac case. 
In this event he may call in a consultant anaesthetist to anaes- 
thetize the patient. It appears that in such a case no domi- 
ciliary consultation fee can be claimed because “ the patient 
is not unfit to go to hospital.” The criterion of the patient’s 


‘unfitness to go to hospital was laid down to prevent a con- 


sultant being called to a patient who was fit to visit him 
in his out-patient department, and clearly has no bearing 
in these cases. 

I consider that this metter should be brought to the notice 
of the Ministry of Health and cleared up as quickly as 
possible.—I am, etc., 

East Boldon, Co. Durham. 


Cost of Prescribing 
Sir,—In advocating the more extended use of digitalis 
folia, Dr. Geoffrey Bourne (Supplement, July 25, p. 66) has 
not taken into account the ravages which time and climate 
can play on such a tablet. During inspections of smaller 
hospitals in East Africa I frequently found tablets of digi- 
talis folia that had been on the dispensary bench for as 


long as 10 years. They would remain undisintegrated in 
2535 


M. RUSHTON. 
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a tumbler of water overnight and appeared to be therapeuti- 
cally quite inert. A well-made product of a pure glucoside 
such as digoxin would appear to be free from these dis- 
advantages. 

A drug which may fail to achieve its purpose is not cheap 
at any price. Is there not a danger that pharmacists in 
England, as a result of Dr. Bourne’s exhortations, may be 
dispensing stocks of tablets of digitalis folia which have 
long been uncalled for, since the wider use of digoxin has 
been customary ?—I am, etc., 


London, S.W.12. DONALD LATHAM. 


Sir,—Economy in prescribing is seemingly the burning 
topic of the hour and the target for attacks from Members 
of Parliament. With it goes the implied allegation of waste 
and carelessness on the part of the doctors. 

Publication of the list of 650 proprietary preparations, 
use of which is discouraged, has received considerable publi- 
city, and tends to create the impression that there is much 
room for improvement in the work of the family doctor. 
When one considers that of that list of 650 the majority 
are so obscure that neither my dispensing chemist nor I 
had even heard of them, it reduces itself to a farce. In 
actual fact, it is impossible to believe that the problem of 
waste is being realistically approached. No doubt a small 
reduction of expenditure on dispensing will follow the use 
of the list, but it will only be achieved by throwing the 
onus on the family doctor—he gets “the dirty end of the 
bamboo ” as usual. 

The situation which has arisen over dispensing can be 
fairly ascribed to the vapourings of politicans who flung 
open the chemists’ shops in 1948 and encouraged the public 
to help themselves. Everything was to be “free”; then 
the bills began to come in, the chemists’ profit was cut, the 
doctors were blamed, and the public continued to expect 
all their old favourite proprietaries at the new rate, free, 
gratis, and for nothing. Naturally they had been taught to 
expect them. But the one step that could be taken (and 
would be taken if politics had nothing to do with the 
matter) remains untried. So far nobody has had the courage 
‘to say to the public that a mistake was made, that after all 
we cannot afford to give them at State expense their favourite 
remedies, and that they must buy their own or accept the 
N.H.LS. dispensing. 

No attempt has yet been made to wean the public from 
their attitude of expectancy of “free for all and never mind 
the cost.” The politicians started this trouble ; the public 
cannot be blamed for swallowing their familiar ration of 
political half-truths, untruths, and promises that cannot be 
fulfilled ; yet there is no particular reason why the family 
doctor should have the task of satisfying an insatiable de- 
mand he has not aroused. Nor is there any particular 
reason why he should face up to the unpleasantness of 
saying “No” to patients who have looked upon him as a 
friend rather than as a watch-dog of the Ministry. 

Had the Ministry played fairly and done their part, 
honestly trying to re-educate the public out of their mis- 
taken conceptions, whilst calling upon us to economize, we 
could have seen some sign of their sincerity. As it is, we 
are to take the blame for the politicians’ mistakes and are 
expected to do their distasteful cleaning up after them. 
And the queer part of it all is that as a profession we do it 
—face our patients’ disapproval on one side and veiled 
Ministerial threats on the other side, and do it without a 
murmur. 

There seems nobody in the profession shrewd enough to 
realize the part thrust on us by the Ministry, no one wise 
enough to give the Ministry our assistance at the price of 
a ministerial campaign of public re-education, and no one 
with backbone enough to stand up for the family doctor in 
his daily tussle with an impossible job. We let the Ministry 
give us a bad name at the very moment when a vigorous 
handling of the situation would nail the blame where it 
belongs, and the time has come for us to declare our stand. 
We shall be pretty small if we don’t—I am, etc., 

* Gateshead. K. T. BROWN. 


Sweated Doctors 


Sir,—Dr. W. B. Manley’s comparative analysis of various 
N.H.S. workers’ earnings (Supplement, August 8, p. 75) 
indicates a deplorable state of affairs. When it is considered 
that the keep of a house officer can scarcely be less than £3 
and his laundry another 10s. it will be realized how little 
of his £6 15s. is left at the end of each week. 

I can well remember the £1 per week that I and my 
contemporaries received for early house jobs a quarter of a 
century ago. At that time the earnings of employees men- 
tioned by Dr. Manley were actually in excess of ours. We 
were ridiculously docile wage slaves, most of us holding 
the absurd notion that a house appointment was in reality 
a part of our training and should be paid for accordingly. 
Nor is it quite fair to compare past and present. In those 
days it was the custom of hospitals to provide full board 
and lodging.—I am, etc., 

Gillingham, Dorset. 


G. E. ELLIs. 
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Diary of Central Meetings 
SEPTEMBER 


9 Wed. Executive Subcommittee, Joint Formulary Com- 
mittee (at Pharmaceutical Society, 17, Blooms- 
bury Square, W.C.), 2 p.m. 

11 Fri. Public Health Committee, 2 p.m. 

23 Wed. Rehabilitation Committee, 10.15 a.m. 

23 Wed. Arbitration Committee, 2 p.m. 

30 Wed. Occupational Health Committee, 11 a.m. 


Meetings of Branches and Divisions 


Bury DIVISION 


At the annual general meeting held at the Bury General 
Hospital on June 22, 1953, the following officers were el : 


Chairman.—Dr. F. M. Braithwaite. 
Vice-chairman.—Dr. D. Brown. 
Treasurer.—Dr. J. S. B. Mackay. 
Secretary.—Dr. E. Smalley. 


Dorset DIVISION 
A meeting was held at the Clinic, Dorchester, on June 9, 
1953. With Dr. H. G. Harvey in the chair, there were 14 
members present. Dr. C. Hollins gave a talk on his experiences 
in the Colonial Medical Service in Nigeria, with particular 
reference to trypanosomiasis. 


SALISBURY DIVISION 


The annual gegen meeting was held at the Salisbury Infirmary 
on July 17, 1953. Dr. P. Greenstreet was in the chair and 
10 members were present. The following officers were elected 
for 1953-4: 

Chairman.—Mr. A. Duff. 

Vice-chairman.—Mr. Brian Reeves. 

Secretary.—Dr. A. L. L. Silver. 

Treasurer.—Dr. I. E. Jameson. 


SUFFOLK BRANCH 


The annual meeting was held at Everard’s Hotel, Bury St. 
Edmunds, on June 18, 1953. With Dr. C. B. Bevis in the chair 
there were 22 members present. The following officers were 
elected for 1953-4: 

President.—Dr. J. W. E. Cory 

Vice-president.—Dr roi "Grantham-Hill. : 

Immediate Past-president.—Dr. C. B. Bevis. 

President-elect.-—Dr. D. M. Craig. 

Secretary.—Dr. W. P. Grieve. 

Dr. W. Hed k, assistant secretary of the B.M.A., spoke 
on current medico-political matters. 





Dangerous Drugs Act: Withdrawal of Authority 


The Home Office announces that Dr. Thomas Bertram White- 
head (Oldham) is no longer authorized to be in possession of or 
to prescribe those drugs to which the Dangerous Drugs Regula- 


tions apply. 





; 
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ISLE OF MAN COMMISSION ON SALARIES AND EMOLUMENTS 
DISCOURTEOUS TREATMENT OF B.M.A. 


The Isle of Man has its own Health Service modelled on 
that of Britain. It is governed by the National Health 
Service (Isle of Man) Act, 1948. In this Act the administra- 
tion of the Service is entrusted to a Health Services Board. 
In 1950 the Health Services Board gave an undertaking that 
the remuneration and terms of service of doctors would not 
at any time be less than those in Britain. It was added that, 
should any deviation be suggested at any time, three months’ 
notice would be given to allow time for discussion of the 
proposal. 

On March 31 of this year the Health Services Board 
notified the Isle of Man Branch of the B.M.A. (the Isle of 
Man Medical Society) that as from June 30—the requisite 
three months—it would no longer consider itself bound by 
the agreement on remuneration and terms of service made 
in 1950. This was followed by an undertaking that the 
Danckwerts award would be applied up to June 30, 1953, 
and retrospectively to 1948. There are about 30 general 
practitioners in the island. 


Commission Appointed’ 


The Manx Government has been perturbed for some 
time about the cost of its social services, particularly the 
Health Service, and has been looking for ways in which to 
economize. What payment doctors are to receive sub- 
sequent to the termination of the agreement on June 30 is 
yet to be decided, but an indication of the Government’s 
thoughts is given by the setting up of a Commission to 
inquire into salaries and emoluments with the following 
terms of reference: “To consider how far it is equitable 
and in the general interest of the Isle of Man that different 
conditions appertaining here (with particular reference to 
income tax) should be taken into consideration when apply- 
ing English emoluments to positions in the Isle of Man 
and to recommend in what way such emoluments can best 
be adjusted to Manx conditions.” Income tax in the Isle 
of Man is at present considerably less than in Britain. 


B.M.A.’s Action 


As soon as he heard of the Commission the Secretary of 
the Association wrote and made an application for the 
B.M.A. to make oral or written representations to it. The 
Association’s application was acknowledged on July 8 with 
a statement that “a further communication will be addressed 


to you in due course.” On July 31 a further letter was sent 
to the Commission asking when evidence would be required 
and stating that the Association could submit a memoran- 
dum in the latter part of September. On August 4 a letter 
was received from the Commission: “I have to request that 
you be so good as to forward me your Association’s written 
representations for submission to the above-named Commis- 
sion. I shall inform you later of the date when the Commis- 
sion will hear your Association’s oral representations.” 

To this the Secretary of the Association replied imme- 
diately, repeating a previous explanation of the difficulty 
of preparing evidence during the holiday season and asking 
for the latest date on which the Commission would be 
prepared to receive a memorandum. 

There was no reply until August 12. On this day the 
Secretary of the Association received a letter from the 
Commission: “ The above-named Commission has fixed 
Tuesday, August 18, 1953, at 2.30 p.m. as the date for 
hearing the oral representation of your Association. I am 
to point out that it would cause great inconvenience to 
alter this date-and it would suffice if your Association's 
written representation could reach me not later than Mon- 
day, August 17, 1953.” In spite of strong protest by tele- 
phone the Chairman of the Commission, Sir Sidney Wads- 
worth, refused, in a telegram received on August 13, to 
postpone the date. Within two days and nights the Secretary 
of the Association had flown to the Isle of Man for local 


. consultations, consulted an eminent economist, and, on his 


return to London, ‘had prepared a memorandum which 
reached Douglas on the morning of Sunday, August 16. 
This memorandum is printed below. 


Casual Reception 


At considerable inconvenience, Dr. Talbot Rogers, Chair- 
man of the G.M.S. Committee, accompanied the Secretary 
on a difficult journey to appear before the Commission in 
Douglas on August 18. Also present were the President, 
Chairman of the Representative Committee, and assistant 
honorary secretary of the [Sle of Man Branch. Their pro- 
test at the lack of courtesy and consideration shown to the 
Association was casually received by Sir Sidney Wadsworth, 
the Chairman. Equally casually he remarked that he had 
not read the Association’s evidence, as it had come to him 
only a minute before. The Commission agreed to — 


=- 
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within a week or so such further evidence as the Association 
could provide. After 90 minutes, instead of the 30 minutes 
only which had been planned by the Commission, the Asso- 
ciation’s representatives withdrew. The Commission will 
report to the Tynwald in due course. 

There are about 50 medical practitioners in the Isle of 
Man who may be affected by any decision on the recom- 
mendations of the Commission by the Manx Government. 





MEMORANDUM OF EVIDENCE SUBMITTED 
TO THE COMMISSION ON SALARIES 
AND EMOLUMENTS, ISLE OF MAN 


INTRODUCTORY 


1. The British Medical Association, of which Her Majesty 
the Queen is Patron, is a voluntary organization of doctors 
with a membership, at home and overseas, of some 67,000. 
Its membership includes more than 80% of the doctors in 
active practice in the United Kingdom. Its principal objects, 
as defined in its Memorandum of Association, are “ to pro- 
mote the medical and allied sciences and to maintain the 
honour and interests of the medical profession.” 

2. The Association is the chief representative organization 
of the medical profession in the British Isles and has long 
been recognized as such by Government Departments and by 
many public authorities and other bodies. On very many 
occasions it has been specifically invited to assist Royal 
Commissions and departmental and interdepartmental com- 
mittees by providing both written and oral evidence. 

3. Through the Health Services Medical Whitley Council, 
the Association takes part in the negotiation of the terms and 
conditions of service of members of hospital medical staffs 
and medical officers in the public health service. The 
General Medical Services Committee of the Association 
negotiates directly with the Ministry of Health on all matters 
relating to the terms and conditions of service of general 
medical practitioners in the National Health Service, and this 
committee is the only body with which the Ministry enters 
into such negotiations. An illustration of the standing of 
the Association in relation to the Government is afforded by 
the fact that no regulation concerning the general medical 
services is made and no instruction issued by the Ministry 
of Health to local executive councils until it has first been 
discussed in draft form with this committee of the Associa- 
tion. 

4. The Isle of Man Medical Society is a branch of the 
British Medical Association, which is therefore properly 
concerned with the affairs of the doctors on the island no 
less than with those of the doctors on the mainland. 

5. The Association is grateful for the opportunity of sub- 
mitting representations to the Commission on Salaries and 
Emoluments, but it is with regret that it finds it necessary 
to state that the Commission has allowed insufficient time to 
permit of this memorandum being produced with the care 
habitually given to the preparation of a document of this 
kind, or being placed before the Council of the Association 
for the customary examination and approval before presenta- 
tion to the Commission. The memorandum, however, carries 
the authority of the Chairman of the Council. No doubt 
it bears the marks of hasty composition, and certainly it 
could with advantage have been revised and amplified had 


more time been available—particularly for consultation with © 


appropriate experts. The demand of the Commission for 
the document to be produced and posted at three days’ notice 
and for representatives to submit oral representations at six 
days’ notice is an occurrence unprecedented in the Associa- 
tion’s long experience of dealings with governmental bodies. 
The Association therefore asks that the present document be 
accepted as merely an interim statement of its views and that 
an opportunity be given of making additional representations 
to the Commission after it has been possible to secure a 
detailed report from an expert in economics. 


REMUNERATION IN RELATION TO INCOME TAX 


6. Two committees which sat under the chairmanship of 
Sir Will Spens were charged with the duty of considering 
what should be the remuneration, in a publicly organized 
health service, of general medical practitioners in the one 
case and of consultants and specialists in the other. It is on 
the recommendations of these committees that the payments 
made to general practitioners and to consultants in the 
National Health Service are based. 

7. The two Spens Committees expressed their recommenda- 
tions in terms of the value of money in the year 1939, leaving 
to others the task of making the necessary adjustments to 
take account of the changed value of money and of changes 
in the incomes of other professions. Neither committee 
suggested any adjustment related to income tax or made any 
reference whatsoever to variation in rates of income tax 
as a relevant consideration in the assessment of proper levels 
of remuneration. The introduction of this consideration 
would be a departure from the principles of the Spens 
Reports, which have been accepted both by the Government 
and by the medical profession. 

8. In March, 1952, the “‘ betterment factor” to be applied 
to the Spens figures for general practitioners was decided 
by the award of Mr. Justice Danckwerts. The method 
established by the Danckwerts award of determining each 
year the size of the fund from which the capitation payments 
are made to general practitioners takes account of a number 
of variables, but takes no account of varying rates of income 
tax. 


A Strange Proposal 


9. The budget for the financial year 1953-4 included pro- 
vision for a reduction in the rate of income tax; yet no 
suggestion has been made that there should be a corre- 
sponding decrease in the remuneration of any section of the 
medical profession. 

10. The Commission on Salaries and Emoluments is now 
asked “ to consider how far it is equitable and in the general 
interest of the Isle of Man that different conditions apper- 
taining here (with particular reference to income tax) should 
be taken into consideration when applying English emolu- 
ments to positions in the Isle of Man, and to recommend 
in what way such emoluments can best be adjusted to Manx 
conditions.” Presumably the doctors working in the health 
services in the Isle of Man would be included among those 
whose remuneration would be affected by any adjustment 
of the kind here envisaged. 

11. The British Medical Association, having no special 
competence outside the medical field, hesitates to pronounce 
on a large economic issue, but the suggestion that the 
remuneration of persons who are paid from public funds 
should be subject to increases and decreases directly related 
to variations in the rate of income tax appears to it at first 
sight to be strange and, indeed, preposterous. Is it seriously 
contemplated that, because the present rate of income tax 
payable in the Isle of Man is lower than that payable on 
the mainland, the doctors, for example, on the island should 
receive for their work in the Health Service correspondingly 
lower incomes than are earned by their colleagues on the 
mainland? If this were brought about, it would seem to 
follow inevitably that their remuneration would require 
adjustment on each and every occasion on which income tax 
was either raised or lowered, whether on the island or on the 
mainland. If, for instance, world disarmament led to a 
reduction of the rate of tax on the mainland from 9s. to 
6s. 6d., the authorities concerned in the Isle of Man would 
immediately be committed to a corresponding increase in 
the payment of the local doctors. The Association can see 
no justification for any such plan of measuring remuneration 
by a sliding scale in accordance with varying rates of tax. 

12. It is a recognized obligation of the individual citizen 
to contribute a fair proportion, related to the size of his 
income, of the funds which must be raised by direct taxa- 
tion to meet the cost of services which the Government 
elected by the community has provided for the benefit of 
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the community. If the cost of these services increases, the 
Government may reduce the extent of the services provided 
and thus reduce their cost, or it may call for a larger contri- 
bution from the citizen. If it chooses the latter course, the 
obligation of the citizen to pay his fair share remains, al- 
though his fair share now amounts to a larger proportion 
of his income. There appears to be no case for him to 
demand a measure of exemption from this obligation in the 
form of a compensatory increase of pay. Indeed, financial 
compensation for a rise in the rate of income tax would 
appear to reduce the system of taxation to absurdity. 


The Economic Argument 


13. If there is no justification for increasing earned 
incomes to protect the taxpayer against an increased rate of 
income tax, neither is there any justification for reducing 
these incomes to deprive the taxpayer of the benefit of a re- 
duced rate of income tax. In such consultations—neces- 
sarily extremely hurried in the limited time available—as the 
Association has been able to hold with experts in economics, 
it has found no support for the theory. that net earned 
income—in the sense of the amount of earned income re- 
maining after the deduction of income tax—should remain 
constant. For example, Mr. George Schwartz, who is 
economic adviser to Kemsley Newspapers and was formerly 
Lecturer in Economics in the University of London, has 
informed the Association that he feels certain that no reput- 
able economist would subscribe to such an argument. In his 
opinion, there is not the slightest justification for adjusting 
the remuneration from public funds of the doctors engaged 
in the health services, whether on the mainland or in the 
Isle of Man, in accordance with differences in the rates of 
income tax payable locally from time to time; nor is there 
the slightest justification for adjusting the remuneration of 
the doctors on the island in accordance with a difference 
between the rates of tax payable on the mainland and on the 
island at one and the same time. Mr. Schwartz goes so far 
as to describe any such proposal as “ indefensible, imprac- 
ticable, and absurd.” 

14. The Association therefore submits that, so far as in- 
come tax is concerned, the adjustment of “ English emolu- 
ments” to Manx conditions envisaged in the terms of 
reference of the Commission on Salaries and Emoluments 
would be wrong in principle, and that the doctors working 
in the health services should continue to receive consistently, 
year after year, the recognized “rate for the job,” contri- 
buting income tax from year to year at whatever rate the 
central Government or the Manx Government, as the case 
may be, may find it necessary to levy for the time being. 

15. In view of the fundamental objection in principle to 
the plan contemplated, it seems scarcely necessary to pro- 
long the argument; but brief reference should perhaps be 
made to certain anomalies which the adoption of the plan 
would entail if its adoption proved practicable. There 
would be the grave objection that one section only of the 
population of the island would be prevented from earning 


incomes comparable with those earned in corresponding . 


circumstances on the mainland. In effect, those residents on 
the island who are paid from public funds would pay the 
mainland rate of income tax, while a large proportion of the 
local population would continue to pay the lower local rate 
of tax. Do the Manx hotel-keepers, for instance, offer re- 
duced charges to visitors to the island because of the rela- 
tively low Manx income tax? Are any Manx products sold 
on the mainland at prices below those generally obtaining 
on the mainland because of the relatively low Manx income 
tax? Do the British banks with branch offices on the island 
pay their staffs at rates below their standard rates because of 
the relatively low Manx income tax? Does even the local 
Manx Bank pay its staff at rates below those of the main- 
land banks because of the relatively low Manx income tax ? 
The answers to these and other similar questions are under- 
stood to be in the negative ; and the Association has diffi- 
culty in understanding the equity of paying a doctor less 
than the rate for the job on the ground that he enjoys the 


comparatively favourable local conditions in respect of tax 
while a bank manager, for example, receives the full rate 
for the job although enjoying precisely the same local 
conditions. 


Effect on Superannuation 


16. A further illustration of the injustice of the plan under 
consideration is evident when one considers what its effect 
would be on the superannuation arrangements for doctors 
engaged in the health services. The pension granted to the 
general practitioner on retirement is related to the amount 
of his remuneration throughout the whole period of his ser- 
vice. It follows that a practitioner who, after 10 or 12 years 
of practice on the island, decided for one reason or another 
to move to a practice on the mainland would eventually 
receive a smaller pension than would be paid to a colleague 
whose circumstances were identical except that he had spent 
the whole of his professional life on the mainland. In the 
case of the consultant the retirement pension is related to 
the remuneration earned during the final years of service. 
Hence a consultant who took up an appointment on the 
island in middle life and held this appointment until his 
retirement would receive a reduced pension although he 
might have paid the higher mainland superannuation contri- 
butions (the standard 6% of the higher mainland salary) for 
a considerable period. 

17. It appears to the Association that, under the plan con- 
templated, it would be a misfortune to be engaged in work 
for which payment was made by the Manx Government. It 
is unlikely that in such circumstances the normally compet- 
ent and ambitious doctor would be attracted to service on 
the island. The probability is that the plan would have a 
detrimental effect on recruitment to the Manx health services 
and would therefore prove injurious to the interests of the 
local community. 


' COST OF LIVING 


18. It is not known what other “ Manx conditions” may 
be under consideration by the Commission as possibly justi- 
fying an adjustment of “ English emoluments ”—whether, 
for example, comparative figures relating to the cost of living 
on the mainland and on the island are being studied. The 
Association would not accept evidence of a lower cost of 
living on the island as warranting an adjustment of re- 
muneration without first considering whether this advantage 
was Offset by disadvantages connected with the relative iso- 
lation of the island doctors. 

19. In fact the Association is aware of no such evidence. 
On the contrary, such limited information on the subject as 
it has been able to acquire suggests that the contrary posi- 
tion may be the true one. The Association, however, would 
welcome an opportunity of examining any relevant statistics 
on which the Commission might propose to base its 
recommendations. 


CONCLUSION 


20. The Association appreciates the fact that the function 
of the Commission is a purely advisory one and that it 
would be for Tynwald to put into execution any recommen- 
dations of the Commission which it might see fit to approve. 


Nevertheless, it is perhaps fair to state at this stage, for the . 


information of the Commission, that the medical profession 
would certainly resist to the uttermost any proposal, based 
on considerations of income tax, to pay the doctors on the 
island at lower rates than those obtaining on the mainland, 
and would be forced to use every legitimate means at its 
disposal to prevent any such proposal from being put into 
operation or retained in operation. 

21. The Association would again ask that it may be given 
an opportunity of submitting further written observations 
should the present hastily produced memorandum fail to 
convince the Commission. Meantime, if the Commission is 
studying any other matters on which it is thought that the 
Association’s comments might be helpful, the Association 
would be very glad to afford any assistance in its power. 
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THE LIBRARY 


The Library of the British Medical Association is not just 
a collection of some 65,000 books and a turnover of 1,600 
journals regularly available. It is not even a spacious build- 
ing with an ample reading-room and gallery and alcoves 
such as the present Librarian dreams about when some addi- 
tional land at the back of B.M.A. House comes into occupa- 
tion. It is a functioning thing—an expert service. Its staff 
of 10 are trained people. Librarianship is not learned in a 
day or a year; it is a highly skilled job, as everyone must 
appreciate who has been turned loose in a library and left to 
find his own way about. Moreover, the B.M.A. Library is 
not merely a place to which people come and look at books: 
the mountain goes to Mahomet, it is a place from which 
books and periodicals go out to them. 

At successive Annual Meetings, on the presentation of the 
report on the science activities of the Association, the chair- 
man of the committee has always given an appreciative nod 
in the direction of the Library as a useful branch of the 
Association’s work, but never, in the writer’s recollection, 
has it evoked discussion, either in terms of criticism or praise. 
It is too often regarded as one of the Association’s side- 
shows, to be taken for granted. Someone once called it a 
Cinderella, but if it is that poor maiden she has no time to 
sit over the hearth, for she has to issue 30,000 books and 
journals in the year for home reading, and to dispatch nearly 
12,000 parcels to all parts of the kingdom. 


A Dip into History 


For nearly 60 years of its. history the Association had no 
library, and it was not until 1893 that a permanent full-time 
librarian was appointed. Incidentally, during the 60 years 
since then there have been only two such officers—Mr. 
Spencer Honeyman, who served until 1929, and Mr. T. J. 
Shields, the present Librarian, who was appointed in that 
year. The Library has had invaluable service, however, in 
an honorary capacity, notably by Mr. Walter G. Spencer, 
who was honorary librarian from 1923-9, and a generous 
donor. 

When the Association entered its present premises in 1925 
the Library was accommodated in what is now the members’ 
lounge and later in the north wing ; a few years ago it was 
transferred to more commodious quarters on two floors 
overlooking the garden court. But its premises are less 
ample than its contents and service deserve. Some day, 
when economic circumstances permit, the Library may come 
into its own with increased grants and be able to perform 
still greater service. 


Hastings Collection | 

Sir Charles Hastings, the founder of the Association, was 
a bibliophile, and some part of his collection came into the 
possession of the Association as late as 1926. Four years 
after the Association was founded there was a proposal for 
a Library, but it was turned down and nothing was done 
about it for the ensuing half century. It is rather astonish- 
ing how many people, physicians and philosophers among 
them, have failed to appreciate the value of a library. There 
was John Radcliffe who deprecated “ the rubbish of antiquity 
contained in musty volumes ” and undertook to write down 
all necessary medical knowledge on a sheet of paper, though, 
to be sure, he left £40,000 to found a library at Oxford— 
as though, said a wit of the time, a eunuch had left money 
to establish a seraglio. 

But it was probably practical considerations that deter- 
mined the early decision not to have a library. So long as 
its headquarters were at Worcester the Association had no 
house of its own, and long after it came to London its head- 
quarters were little more than the editorial and publishing 


offices of the Journal. Again, to render a library available 
to members scattered all over the country may well have 
seemed a hopeless proposition. 


4 The First Collection 


In the ‘eighties Mr. Ernest Hart, then Editor of the 
Journal, in a letter to Sir Walter Foster, Chairman of 
Council, proposed a reading room and reference library 
in the new home of the Association in the Strand. Hart was 
the first donor and the first honorary librarian. He started 
the practice, which has been continued by subsequent editors, 
of passing on to the Library, after the reviewers had done 
with them, books received for review. The Library was opened 
to readers in 1889, when it consisted of 2,600 volumes. 
Within a very short space of years the number had risen 
to 5,000, and the material was such, said a report at the 
time, “ as to make one believe that it may eventually become 
one of the best medical libraries in the country.” In 1892. 
2,000 visitors entered their names in the admission book at 
the door of the reading-room. In the following year Spencer 
Honeyman, who -had previously assisted Hart in forming 
the collection, was appointed full-time librarian (hours of 
attendance 10 to 5), at a salary of £150—a salary raised 
within two or three years to £200, with an acknowledgment 
of the efficiency and courtesy with which he discharged 
his duties. 

When the Association, after occupying temporary quarters 
during rebuilding, went back to its new premises in the 
Strand in 1908, the Library was given quite a handsome 
setting in a lofty room pillared with Spanish mahogany, and 
with accommodation, including storage space, for 25,000 
volumes, which was twice as many as it possessed at that 
time. As great an authority on librarianship as Sir William 
Osler paid it a great tribute at the Belfast Meeting in 1909. 
declaring it to be one of the most valuable of modern pro- 
fessional libraries. 

The Library was at first maintained for reference pur- 
poses ; a lending service was not developed until after the 
first world war. In 1922 the books lent to members num- 
bered 3,700 ; by 1931 the number had increased to 15,000 : 
and by now it has more than doubled that figure. By the 
time of the centenary in 1932, the Library, in the meantime 
installed at Tavistock Square, contained 40,000 volumes, and 
so it has gone on growing. Last year there were 35,000 
attendances and borrowings, though the figure does not 
include the many who drop in at the library and look up 
a reference without troubling to sign the admission book, 
nor members of the Association staff who constantly have 
occasion to consult the Library. It is worth noting that twice 
as many country members as town members use the shelves. 
Books and journals in current demand are issued for 14 
days ; others for 28 days. But the current fasciculus of any 
periodical cannot be loaned, and not more than two issues 
of a particular periodical may be borrowed at any one time. 
There is no charge for borrowing, except postage. 

With no end, as Solomon said, to the making of books 
(though he was corrected by old Thomas Fuller, who said 
that it was of the making of foolish books there was no end), 
space is the librarian’s nightmare. The solution to the prob- 
lem may tie in the microfilm, and the books of the future 
may not be within covers at all, but on reels of celluloid. 
That is a dismal prospect, but the B.M.A. Library has already 
a collection of microfilm, and two microfilm “ readers ” are 
available. There is a useful liaison between the Library and 
other leading medical and scientific libraries whereby they 
supplement each other. 


A Modern Library 


The Association’s Library is a modern one—a working 
one. There is, of course, a great place for a library with 
literary treasures and ancient books, such as the Medical 
Society of London possesses. But to the man in busy 
practice, a member of a progressive profession, who knows 
that he must never cease to be a student, a modern library 
in which not only the latest textbooks (for, as someone has 
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said, textbooks nowadays are out of date before they leave 
the press) but journals are available is essential. The library 
is really an extension of the medical journal, a mirror of 
changes in thought and practice, a record of happenings in 
medical centres all over the world. That is why the Asso- 
ciation library has specialized in periodicals, of which it 
has now probably as good a regular service as is to be 
found anywhere. . 

Mention must be made of one collection in the Library 
which is believed to be unique in this country. This is the 
medical Théses de Paris (1892 onwards) and Théses de Lyon 
(1894-1919). When Mr. Ernest Hart was in Paris soon after 
the Library was founded he arranged for the receipt of a 
complete series of these theses. In France the professors 
in the various medical faculties make use of such theses as 
the mouthpiece for the teaching in the hospitals with which 
they are connected. When distinguished men are candidates 
for hospital appointments or professorships they give proof 
of their attainments in these essays, and thus many of them 
are théses d’aggrégation. The value of them, of course, 
varies, but some are of great importance, embodying the 
practice and matured opinion of leading teachers in the 
French hospitals, and they have been often consulted at the 
Association Library by British authors of textbooks. 

Then, of course, there are those invaluable compilations, 
the Index Medicus, the Quarterly Cumulative Index Medicus, 
Index Catalogue of the Library of the Surgeon-General’s 
Office, and the Current List of Medical Literature, which are 
available in the Library, and enable the student to thread 
his way through the intimidating vastness of medical 
periodical literature. There is no printed catalogue of the 
Library, but there is a card index and additions are pub- 
lished in the Supplement.* Members_of the Association, 
the Library is at your service ! 








THE SMALL-LIST PRACTITIONER 
WORKING PARTY INQUIRY 


The chairman of the G.M.S. Committee told the Special 
Conference of Local Medical Committees and the Extra- 
ordinary General Meeting of the Association in May 
(Supplement, May 9, p. 206) that it had been decided to 
invite the full Working Party to undertake an inquiry into 
the difficulties of practitioners with small lists and, in the 
light of the facts revealed, to consider whether any modifica- 
tions should be made to the existing arrangements. 
t 


List Prepared 


The Working Party has ‘now considered the sort of in- 
formation which it needs to make a general analysis of the 
circumstances of all small-list practitioners who might be 
adversely affected by the new distribution arrangements, and 
the Ministry has prepared a list of the names of single- 
handed practitioners who were recorded as having lists of 
less than 1,200 patients on January 1, 1953. 


Executive councils are being asked to supply information . 


from their own records which will enable the Working Party 
to examine some aspects of the circumstances of practi- 
tioners with small lists. This data, however, will not give the 
Working Party the complete picture which it needs for the 
purposes of its survey, since a number of those concerned 
will have substantial professional commitments outside 
general practice in the National Health Service. 


Questionary to Small-list Doctors 


In order to complete its survey, the Working Party wishes 
to supplement the information provided by executive councils 
by some knowledge of the work doctors are undertaking out- 
side the Service. The G.M.S. Committee is therefore send- 
ing out through local medical committees a questionary to 
practitioners with lists of not more than 1,200. These prac- 


titioners will not be asked to disclose details of professional 
remuneration. The questionary is designed to give an indica- 
tion of the amount of time which is spent by them on pro- 
fessional commitments both inside and outside the Health 
Service. The information supplied by practitioners will be 
used solely for the purpose of building up a broad general 
picture and will not in any way be used when assessing the 
circumstances of those practitioners in regard to any scheme 
which the Working Party may decide to recommend in the 
light of the findings of the survey. The information will be 
treated in the strictest confidence and will be used only to 
form a survey for statistical purposes for the Working Party. 

The General Medical Services Committee gave an under- 
taking that the Working Party. would consider the problem 
of the small-list doctors as soon as the full facts were forth- 
coming, and it is hoped that the completed questionaries will 
be returned to the Committee by the end of October. 








MEDICAL PRACTICES COMMITTEE 


The following amendments to the classification of areas 
(June 16 to August 1, 1953) have been issued by the Medical 
Practices Committee : 


ENGLAND: COUNTIES 
Bedfordshire —Dunstable, Intermediate from *Designated. 
Buckinghamshire.—Bletchley, Intermediate from *Designated ; 
Marlow, Restricted from Intermediate. 
Cumberland.—Kirkbride, Restricted from Intermediate ; White- 


‘haven with Rowrah, Intermediate from *Designated. 


Derbyshire—Urban District of Clowne, Intermediate from 
*Designated. 

Durham.—Municipal Borough of Jarrow, Urban District of 
Washington, Intermediate from *Designated. 

Essex.—Urban District of Billericay, Intermediate from 
*Designated. 

Hampshire.—Rural District of Stockbridge, Restricted from 
Intermediate. : 

Kent and Canterbury.—Borough of Margate, Intermediate from 
*Designated. 

Lancashire-—Urmston, ‘*Designated from Intermediate; 
Tyldesley, Intermediate from *Designated. 

London.—Borough of Camberwell: Alleyn, St. John’s, The 
Rye and Nunhead Ward, Intermediate from ‘*Designated. 
Borough of Islington: Canonbury Ward, Intermediate from 
* Designated. 

Middlesex.—Borough of Willesden: Manor Ward, Restricted 
from Intermediate. 

Northumberland.—Borough of Blyth, Borough of Wallsend, 
Intermediate. from *Designated. 

Staffordshire-—Urban District of Willenhall, Intermediate from 
*Designated. 

Sussex (West).—Storrington, Restricted from Intermediate. 

Yorkshire (West Riding)—Borough of Pontefract, Urban 
District of Castleford, Urban District of Colne Valley, Rural 
District of Wakefield, Intermediate from *Designated. 


COUNTY BOROUGHS 


Croydon.—North Parliamentary Division, Intermediate from 
*Designated. 
Kingston-upon-Hull.—District No. 8, Intermediate from 
Designated. 
Stoke-on-Trent.—Fenton and Blurton, *Designated from Inter- 
mediate. 
WALES 


Caernarvonshire-—Urban District of Penmaenmawr, Inter- 
mediate from Restricted. 

Denbighshire and Flintshire—Cefn Mawr, Intermediate from 
*Designated. 

alla of County Borough, Intermediate from Desig- 
nated. 





*Any presentation of medical books of the 16th to 18th century 
would be acceptable to the Association librarian. 


_ *Areas in which the position is finely balanced and the admis- 
sion of only one or two doctors may result in reclassification. 
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LOAN OF PATIENTS’ RECORDS TO THE 
MINISTRY OF PENSIONS AND NATIONAL 
INSURANCE 


The following circular (R.H.B. (53) 93, H.M.C. (53) 87, 
B.G. (53) 88, dated August 11) sets out revised procedures 
for the loan of patients’ records to the combined Ministry 
of Pensions and National Insurance. . The procedures 
operate from August 31, 1953. 


1. Requests for patients’ records will come from medical officers 
of the Ministry of Pensions and National Insurance in connexion 
with either claims for disablement benefit under the National 
Insurance (Industria! Injuries) Act, 1946, or the need for deter- 
mining a person’s ent‘tlement to a disability pension (war pension) 
and the assessment of the degree of disablement on which the 
amount of that pension is based. The cases concerned are those 
in which a patient has received hospital treatment for wounds, 
injuries, diseases, or mental illness which may be due to, or 
aggravated by, enemy action or by service in the Armed Forces, 
Merchant Navy, Civil Defence Force, or Women’s Auxiliary 
Services. 

2. The Ministry of Pensions and National Insurance is pre- 
pared to give an assurance in each case that the consent of the 
patient to the loan of his records has been given in writing. 

In the case of patients at mental hospitals or hospitals approved 
under Section | of the Mental Treatment Act, 1930, or under 
treatment at out-patient clinics associated with these hospitals, 
or in the case of mental defectives, the consent should be obtained 
by the medical officer in charge of the case at the request of the 
Ministry of Pensions and National Insurance. Where the patient 
is “* certified ’ or “temporary,” the consent of the responsible 
relative should be obtained, and also that of the patient himself 
if in the opinion of the medical officer he is able to give consent 
and ought to be asked to do so. Where the patient is “‘ voluntary ” 
his own consent should, of course, be obtained unless he is at the 
time incapable of understanding what is required, when the 
responsible relative’s consent would be sufficient. Where the 
patient is a mental defective the responsible relative’s consent 
should be obtained. 

3. Case papers will not be asked for unless needed. Very 
exceptionally papers may be needed a second time, for an appeals 
tribunal. Because of the statutory conditions under which a 
pensions appeal tribunal works it is essential that the tribunal 
should fave access to the full information and not only to copies 
or extracts. 

4. Case papers will be treated as confidential and will be 
handled only by medical officers (and their confidential lay staff), 
by boarding doctors and consultants, and (on appeal) by the 
members of the appeal tribunal. An assurance has been given 
that if the papers include x-ray films special care will be taken 
of them. The case papers or any other copies or extracts that 
may be made are not accessible to unauthorized persons, and are 
not revealed to the patient except in case of appeal, when only 
the portions relevant to the appeal are disclosed subject to special 
scrutiny to ensure that no information which may be harmful is 
given to him. 

5. In connexion with an appeal by a war pensioner to the 
Pensions Appeal Tribunal a statement of the case is prepared 
by experienced confidential lay staff of the Ministry of Pensions 
and National Insurance working in close collaboration with medi- 
cal officers of that department, who scrutinize all reports obtained 
from N.H.S. hospitals which are to be included in the statement. 
This statement must, legally, be made available to both sides. 
Where, however, the evidence includes reports which the Ministry 
of Pensions and National Insurance medical officers consider 
might cause the appellant serious anxiety or distress or retard 
his progress, procedures which are provided for in the pensions 
appeal tribunal rules are operated, as follows, so that the appell- 
ant does not see these reports. When, as is usually the case, the 
appellant is to be represented by some organization at the hearing 
of his appeal, the representative handles the statement without 
showing it to the appellant and treats it as strictly confidential. 
When the appellant does not intend to be represented at the hear- 
ing, the Ministry of Pensions and National Insurance omits the 
harmful reports from the copies of the statement sent to him, 
though not from the copies sent to the tribunal, who are informed 
of the omissions and the reasons. 

6. In paragraph 6 of R.H.B. (53)/H.M.C. (53)/B.G. (53) boards 
and committees are asked to furnish treatment reports on service 
pension cases to the War Pensions Office of the Ministry of 


Pensions and National Insurance. These reports, which are not 


revealed to the patient or anyone else, are required only for the - 


clinical records of the Ministry of Pensions and National Insur- 
ance medical staff to enable them to act on recommendations 
from the hospital, to follow up the case, and to take such’action 
as is indicated on the pensioner’s behalf. Consequently no 
question of consent arises. 

7. If any records of treatment of Service men, civilians, or 
mariners under the E.M.S. scheme before the appointed day are 
still held by hospitals they may on request be released to the 
Ministry of Pensions and National Insurance. 

8. Documents, etc., when called for are needed urgently, and 
in the interests of the patient hospitals are asked to comply 
with requests as quickly as possible. 








HOSPITAL MEDICAL STAFF COMMITTEES 


MEDICAL ADVISORY MACHINERY 


General guidance on the ways in which the Minister con- 
siders that medical staff committees can most usefully be 
constituted and organized is given in a circular dated 
August 15 (R.H.B. (53) 91, B.G. (53) 85, H.M.C. (53) 87). 
In a circular issued to boards of governors and hospital 
management committees by the Ministry early in 1948 a 
brief reference was made to the importance which the 
Minister attached to the appointment by different sections 
of hospital staff of staff committees, not only for the purpose 
of watching over the interests and welfare of the staff, 
but also to give advice on their respective spheres of the 
hospital’s work to the board or management committee. 
During the succeeding years this expression of ministerial 
policy has, at any rate in some quarters, tended to be over- 
looked or ignored. 

Although the present memorandum refers specifically to 
groups of hospitals administered by boards of governors 
and hospital management committees, it stresses the desir- 
ability of having staff committees at individual hospitals, 
normally to include the whole senior medical and dental 
staff. The memorandum is not intended to interfere with 
the discretion of the staff in deciding itself what sort of com- 
mittee it wants, but makes suggestions which the Minister 
thinks will enable medical committees to advise hospital 
authorities most effectively. 


Importance of Medical Committees 


The guidance given by the Minister follows prolonged 
discussions between the Ministry and the Joint Consultants 
Committee, which repeatedly emphasized the value to the 
Service of suitable advisory committees, truly representative 
of the profession, at all administrative levels. It is hoped 
that the circular will result in a greater measure of co- 
operation between hospital authorities and their medical 
staffs and that the former will come to look to the hospital 
medical committees as their regular source of professional 
advice. 

The suggestions for medical advisory committees are not 
extended to regional hospital boards. The Joint Committee 
and the Central Consultants and Specialists Committee con- 
sider that the need for satisfactory advisory machinery is 
greatest at regional board level, and this view will continue 
to be pressed upon the Ministry. 


Constitution 


The Minister suggests that a group medical advisory com- 
mittee should consist of up to 30 members, representing 
the whole consultant and specialist medical and dental staff 
of the hospitals concerned, the general medical and dental 
practitioners on the staff and in practice in the area, and the 
medical officers of health. The committee should meet 
from time to time to enable the staff to form a collective 
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view on all major matters of policy. A smaller executive 
subcommittee could meet at frequent intervals and act for 
the full committee, but without committing it to advice 
on major items of policy without taking the collective view 
of consultants and specialists in the group into full account. 
Unless the staff prefer one of their own number to act as 
secretary of the committee, the secretary or other senior 
member of the administrative staff of the board of governors 
or hospital management committee might, it is suggested, 
accept responsibility for the secretarial work of the com- 
mittee—the board of governors or hospital management 
committee providing any clerical or other assistance 
required. 


Functions 


The object of the medical committee is to advise the 
hospital authority on all matters of medical policy and all 
medico-administrative problems, which include maintaining 
a continuous review of all hospital facilities in the group 
to ensure their most effective employment. The committee 
should give advice without being asked if occasion should 
warrant it, as well as advice on matters referred to it. The 
hospital authority should consult it on all appropriate 
matters as early as possible. 

Examples given of such matters are : (a) developments in 
the scope of a hospital’s work, such as the formation of 
new departments, or extensions and modifications in existing 
departments ; (b) allocation of beds ; (c) criteria to be fol- 
lowed in deciding upon the admission of patients on the 
waiting-list ; (d) arr@ngements to be adopted for emergency 
admissions ; (e) procedure for dealing with complaints in- 
volving medical or dental staff; (f) procedure for making 
appointments of junior medical or dental staff (within the 
framework of such central guidance as has been given—for 
example, in relation to registrars) ; (g) types of medical and 
dental equipment and supplies to be obtained ; (h) care of 
medical and dental records ; (i) economies to be sought both 
generally and in relation to such matters as. prescribing, use 
of x-ray films, etc. ; (j) control of infection in hospitals ; 
(k) recommendations of members of the staff to serve as 
members of the board of governors or hospital management 
committee : (J the organization of such activities as clinical 
demonstrations or maintenance of a medical library. 


Additional Function 


The Minister considers that in addition a systematic 
review and analysis by the committee of the clinical work 
of the staff would be of the greatest value, a function not 
usually exercised by it at present. If the results of the 
work of all departments were regularly reviewed and where 
practicable subjected to statistical analysis and brought be- 
fore the full committee at its periodic meetings, discussion 
of the results would, in the Minister’s view, assist all the 
staff in achieving and maintaining a high standard of clinical 
work. Suitable opportunity for discussion of the clinical 
details of cases of special interest might also be provided. 
No question of clinical interference in the conduct of indi- 
vidual cases would arise; this would remain the sole 
responsibility of the consultants in charge of the particular 
cases. The object would be discussion and review of clinical 
results with the object of ensuring as high a standard of 
medical care as possible throughout the group. 








TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization : 
Metropolitan Borough Councils——Fulham, Southwark. 
Non-County Borough Councils.—Crewe. 
Urban District Councils ——Houghton-le-Spring. 


SUPPLEMENTARY OPHTHALMIC 
SERVICES 


DIRECTION OF PATIENTS BY GENERAL 
PRACTITIONERS 


The Minister of Health thinks that there may have been 
some misunderstanding about the position where doctors 
recommend patients who may need glasses to particular 
ophthalmic medical practitioners or opticians. A circular to 
executive councils and ophthalmic services committees 
(E.C.L. 66/53) points out that the regulations contain 
nothjng to/ prevent a general practitioner from giving a 
patient the name and address of an ophthalmic medical 
practitioner or optician, and there is no objection to this 
provided nothing is said that might seem to override the 
statement on Form O.S.C.1 that the patient has a free choice 
in selecting the person who is to test his sight. 


Provision of Toughened Lenses 


The Minister has decided to include toughened lenses in 
the range of special type glasses supplied at the applicant’s 
own request, and towards the cost of which the applicant 
pays an additional charge. Charges will be the same as for 
laminated lenses. Toughened lenses are not available in 
flat form or for any concave prescriptions in which the 
power exceeds —6.00 dioptres. 





Notes and News 








Found in the Home.—Large quantities of expensive or 
dangerous drugs are sometimes left over when patients die 
or are taken to hospital. Prescribers’ Notes for July lists 
the following items which were found unused in the home 
of a patient who had died. All were prescribed on E.C.10: 
8 1-g. vials streptomycin ; 22 vials “ distaquaine fortified,” 
400,000 units ; 3 vials “‘ estopen,” 500,000 units ; 20 tablets 
penicillin, 20,000 units ; 50 -mi. ampoules “ vegolysen ” 
14 25-ml. vials “ vegolysen”; 30 1-ml. ampoules “ lyten- 
sium”; 40 hypodermic needles. 

The cost to the N.H.S. for these left-overs, exciading dis- 
pensing fees and container allowances, was about £15. 


National Formulary, 1954.—The Joint Formulary Com- 
mittee is now revising the National Formulary, 1952, with 
a view to the publication of a further edition in the summer 
of 1954. It has been suggested to the committee that a 
special edition be published for use by prescribers and that 
the preparations in this edition be listed in pharmacological 
order instead of under the various sections, such as mix- 
tures and injections, used in the present edition. If this 
proposal were adopted it is probable that the prescribers’ 


- Formulary would be based upon the pharmacological classi- 


fication contained in the 1952 edition. Before embarking 
on such a radical change of policy the committee would be 
glad to have the comments of prescribers, which should 
be addressed to the Secretary of the Joint Formulary 
Committee, B.M.A. House, Tavistock Square, London, 
WL. 


Trainee General Practitioner Scheme.—The report of the 
Trainee Assistants’ Subcommittee of the General Medical 
Services Committee on the trainee general practitioner 
scheme (Supplement, September 1, 1951, p. 92) has now 
been circulated by the Ministry of Health to executive 
councils together with the Minister’s recommendation that 
the council should ask the augmented local medical com- 
mittee to consider carefully which of the recommendations 
are suitable to be adopted locally. The Minister, however, 
makes it clear that if arrangements were made for a full- 
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time course in midwifery for trainee assistants, such as en- 
visaged in paragraph 21 of the report, he could not wnder- 
take to provide additional funds for the purpose. 


New National Insurance (Industrial Injuries) Act, 1953.— 
The Industrial Injuries scheme first came into operation 
on July 5, 1948. It replaced the Workmen’s Compensation 
Act by a new system of compensation for accidents at work 
and for “ prescribed” industrial diseases. Compensation 
took the form of insurance benefits. At present it can be paid 
only if the disablement resulting from the accident or in- 
dustrial disease is assessed by a medical board as substantial 
(20% or more), or is likely to be permanent, or in some 


circumstances both substantial and permanent. Under’ the 


new Act, from August 26 the benefit may be paid wherever 
the disablement is assessed at 1% or more, whether it is 
permanent or not. This change does not affect the special 
rules relating to persons suffering from pneumoconiosis or 
byssinosis. 





Questions Answered 








Employment of Agent for Assistance in Tax Matters 


Q.—Can I claim relief of tax on the cost of employing a 
chartered accountant to safeguard my interests against an 
erroneous claim by the income-tax authorities of under- 
payment of tax by me? During the years concerned my 
sole income arose from local government service and the 
Army, and deductions were made at source. 


A.—The case of Allen v. Farquharson Bros., which was 
decided in the High Court in 1932, dealt with legal rather 
than accountancy costs, but the judgment of Finlay J. is 
capable of application to this case. The learned Judge made 
it clear that objection would not be taken to “ expenditures 
connected, for example, with the accounts ” or to dscussing 
them with the inspector of taxes, but he held that to be 
allowable the expenditure should be “ made for the purpose 
of earning the profits of the trade.” On the facts of that 
case it was decided that the expenditure incurred in an appeal 
to the Commissioners of Taxes was not incurred for pur- 
pose of earning the profits and therefore was not allowable. 
(Incidentally it would seem that the appeal to the Commis- 
sioners had in the main been successful.) 

It is considered that the judgment referred to above gives 
ample support to the refusal to allow the questioner any 
relief for the expense incurred by him, not in the prepara- 
tion of a professional account, but in the settlement of the 
amount of tax payable by him on:an ascertained income. 


Deduction for Rental Value of Premises 


Q.— do not live at my surgery, which is in a private house 
owned by myself. The whole house is devoted to profes- 
sional purposes. Apart from the surgery and waiting-room 
the remainder is occupied by a housekeeper and husband 
who live rent-free. The net rateable value is £48. On this 
I pay Schedule A income tax and am allowed £48 off my 
income as well as £40 rates. The value of the house is 


£3,000, which I paid for it. I am allowed nothing for rent 


beyond the £48. Is this correct, or should I get a rental 
allowance equivalent to what I would rent this house for 
for professional purposes—for example, £120 per annum? 

A.—lIt is provided by Section 136(3) of the Income Tax 
Act, 1952—a consolidation Act—that the deduction on ac- 


_ count of the annual value of the premises used for the 


profession shall not exceed the amount of the assessment 
under Schedule A. In this case the limiting amount is there- 
fore £48. This does not seem inequitable, because if the 
questioner could deduct £120 as being the amount of quasi- 
rent to be borne by the practice, then he as landlord would 


have to be regarded as receiving a rent of £120; the net 
effect would be that his “unearned” income would be 
increased and his “ earned” income decreased by the same 
amount, and that would presumably increase the tax payable 
by him. 


Signature on International Certificates 


Q.—The new form of International Certificate requires the 
stamp of one who is authorized to use a stamp. May a 
general practitioner obtain this authority? If so, to whom 
should one apply ? 


A.—The purpose of the authorizing stamp is to satisfy 
the overseas country concerned that the signatory to the 
International Certificate is a duly registered medical practi- 
tioner in Britain. In practice the stamp is issued by the 
medical officer of health for the area, who is not in any way 
countersigning the doctor’s certificate. It is not possible 
for general practitioners to be authorized to use the stamp 
for the purpose of International Certificates. 


Tax Liability on Retirement 


Q.—1 am advised that if I retire (at the age limit) during 
the present financial year from the regional hospital board 
and board of governors, I shall be liable to be assessed on 
my total earnings during 1953-4 for 1954-5. As my salary 
from the hospitals service is separate from my private 
practice I had imagined that my liability on this account 
would cease in 1954-5. ‘ 

A.—It is assumed that the questioner has hitherto been 
assessed on the basis that the whole of his professional 
earnings have been regarded as coming within the scope of 
Schedule D—a course which is convenient both to the con- 
sultant and to the Inland Revenue, and often advantageous 
to the former, as it avoids the application of the stringent 
Schedule E rule on expenses. The view of the Revenue 
if the questioner gives up his appointment but continues his 
private practice is likely to be that he is committed to the 
treatment of his earnings as derived from a single source, 
and that the fact that that source for a particular reason 
has become less remunerative does not affect the application 
of the Schedule D basis of assessment—that is, calculation 
of the liability as determined by the earnings of the previous 
year. To counter that view the questioner would have to 
show that the practice after the termination of the hospital 
appointment was a different practice from that formerly 
carried on—not merely the same practice on a reduced 
basis of gross earnings. Success in that contention is doubt- 
ful, but it would assist if it could be shown that when the 
appointment was taken up the previous year’s basis was 
not applied—that basis would of course have then operated 
in the questioner’s favour. 


Radiological Equipment 


Q.—What annual depreciation is allowed by the Inland 
Revenue on x-ray apparatus and equipment in use in private 
radiological practice ? Should domiciliary consultation fees 
be taxed under P.A.Y.E—I have to provide my own appar- 
atus and materials, and my accountant is of the opinion 
that these*fees should be dealt with under Schedule D with 
the rest of my private practice ? 

A.—We are not aware of any officially approved standard 
rate of depreciation for x-ray apparatus, but we have known 
15% (plus 4, that is, 183%) allowed on the usual “ written- 
down” basis. As regards smaller items of equipment, a 
depreciation allowance is not usually regarded as applicable, 
and in that case the cost of maintaining the equipment is 
allowable as and when the expense of repair and replace- 
ment is incurred. 

The question of whether fees should be assessed under 
Schedule D or dealt with under the P.A.Y.E. system depends 
legally on whether the fees are the earnings of “ employ- 
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ment "—if they are, then the employee is legally within 
the P.A.Y.E. system. But even in that case it is the ap- 
proved practice of the Inland Revenue to include them in the 
Schedule D assessment on the practice (and of course to 
exclude them from the application of P.A.Y.E.) if they are 
a comparatively small portion of the total earnings of the 
practitioner. If the authorities insist on applying P.A.Y.E. 
then either the whole of the expenses should be deducted 
from the other earnings of the practice or the total amount 
should be divided proportionately between the two classes 
of earnings. 


Tax Assessment on Unreceived Profits 


Q.—I am asked to pay about 13s. in the £ income tax on 
the amount I received from the Danckwerts award for the 
time I was in partnership, apparently because the profits of 
the business in the year before I entered the practice were 
increased. I did not participate in these profits. Is it inevit- 
able that I must pay this amount of tax on my share of the 
award ? 

A.—When the personnel of a partnership is altered the 
question whether the previous year’s basis is to be applied 
as to a continuing partnership or whether, on the other 
hand, the practice is to be regarded as having ceased and 
recommenced—in which case the new firm will be assessed 
for its first year on the profits of that year—is one which 
is decided by the partners themselves. In this case it is 
assumed that they did not take action to have the cessation 
and commencement provisions applied as from February, 
1951, and the questioner cannot now avoid the consequences 
that result from treatment of the firm’s earnings as assessable 
on the previous year’s basis, and therefore the bringing into 
the calculation of the firm’s liability of the Danckwerts 
award as if they had been normal earnings of the firm of 
the years to which the award applies. 


Taxation on Reprints 


Q.—From time to time I publish lectures delivered before 
professional bodies and order reprints for distribution to 
various colleagues. Why should the cost of such reprints 
not be an allowable expense for income-tax purposes ? 


A.—The main difficulty in deciding the point raised is 
that so frequently the reasons for delivering and publishing 
lectures are mixed—including, for instance, a desire to 
advance general medical knowledge, to further a personal 
aim, to acquire a new and superior professional status, and 
(the relevant consideration for income-tax purposes) to 
ensure the maintenance of the lecturer’s clientele and earn- 
ing capacity. The argument for allowance of the printing 
costs is clearly stronger if the lecturer is a specialist and 
is dealing in that way with his specialty. One rather shrinks 
from using the word “advertisement” in this connexion, 
but that seems to be the fundamental consideration involved. 
In our view the questioner’s prospects of appeal would 
not be good if he is in general practice, but might be good 
enough to justify an appeal to the Commissioners if he is 
in practice as a specialist. 


Assistant with Rent-free House 


Q.—in order to get a suitable full-time assistant, my 
partner and I had to purchase a house through a building 
society, which he will have rent free. Can we claim all the 
expenses associated with the house for income-tax purposes— 
that is, repayments to building society, rates and telephone, 
repairs and renewals ? 

A.—The cost of providing the accommodation—but not 
capital expenditure incurred in the purchase of the house— 
is an allowable expense in calculating the profits of the 
practice, As regards the payments to the building society, 
in so far as they consist of interest a deduction can be 


claimed (as the society will account for income tax on 
interest), but in so far as the payments are in reduction 
of the loan they are “ capital” sums and cannot be regarded 
as expenses. Payments of local rates and for the periodical 
telephone accounts are allowable, and in addition the 
amount of the assessment on which income tax is payable 
under Schedule A (the so-called “ property tax”) is also 
deductible as if it were rent. Repairs are allowable, 
provided that any expense of improving, as distinct from _ 
maintaining, the premises is excluded. 


New Assistants’ New Car 


Q.—! start as an assistant in general practice in Septem- 
ber. Is the set car allowance to cover all expenses, and is 
it tax free, or cani claim a further tax deduction in respect 
of a new car bought in this month? 

A.—The £200 to be received for car expenses is not 
chargeable to tax, but will be considered by the Inland 
Revenue to cover wear and tear of the car as well as the 
running expenses. Consequently, no capital allowance can 
be claimed in respect of the cost of the car. 


Sickness Benefits 
Q.—Are sickness benefit payments liable for income tax ? 


A.—Sickness benefit payments are not liable to income 
tax. They are in fact benefits purchased by payment of 
premiums for which no income-tax allowance is given. 





Correspondence 








Succession to Single-handed Practices 


Sir,—Dr. D. L. Gullick (Supplement, August 15, p. 79): 
may well be disturbed by the General Medical Services 
Committee’s reaction to the reference back of paragraph 75- 
of its report (Supplement, May 2, p. 165), and is probably 
correct in his surmise that it hopes the real issue will be for- 
gotten by next summer. His alternative suggestion, however, 
would not get over the objection that E.C.L. 11/53 asks local 
medical committees in making recommendations in respect 
of these pr.ictices to take into consideration matters for 
which they hve no statutory authority, and consequently the- 
local medical committee would not be able to plead it was 
performing a statutory duty if its action was subsequently 
questioned in a Court of Law. These and other legal objec- 
tions which are supported by legal opinion caused the local 
medical committee of which I am a member to sponsor the 
reference back of paragraph 75 at the Conference of Local 
Medical Committees in June. 

Neither the G.M.S. Committee nor the Ministry of Health 
seem willing to answer the questions asked them, but with 
hurt dignity used the old dialectic device of returning irre-- 
futable replies to questions that have never been posed. My 
colleagues have for the moment confined their opposition to 
E.C.L. 11/53 to the legal aspects, which they consider make 
this letter quite impracticable and in need only of decent: 
burial. If its sponsors will do this I do not think we will 
begrudge them a little harmless face-saving. 

On grounds of policy also there are grave dangers in the 
proposals. If interference with partnership agreements in. 
the way that is proposed is countenanced in one set of cir- 
cumstances it cannot be long before the practice will spread, 
and soon all partnership agreements will cease to be worth- 
the paper on which they are written. What then about the 
hopes of encouraging group practice and similar develop- 
ments ? 

Once again it appears that the G.M.S. Committee has been 
prepared to agree to proposals aimed at remedying am 
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anomaly that will produce more anomalies than they remedy. 
They are in fact trying to work sections of the N.H.S. Act 
that are unworkable. The only remedy is, of course, repeal 
of Section 35 (Prohibition of Sale of Medical Practices) and 
related sections, but that is another story.—I am, etc., 
Wolverhampton. R. S. V. MARSHALL. 

*.” A summary of the relevant part of E.C.L. 11/53 (E.C.N. 
114) will be found in the Supplement of March 21 (p. 77).— 
Ep., B.MJ. 





B.M.A. LIBRARY 
The following books have been added to the Library : 


d’Abreu, A. L.: Practice of Thoracic Surgery. 1953. 
a. J.: Pharmacology of Anesthetic Drugs. Third edition. 


952. 
-<'- e (Swami): Mental Health and Hindu Psychology. 


Albritton, E. C. (Editor): Standard Values jn Blood. 1952. 

Alexander, F.: Psychosomatic Medicine: Its Principles and Ap- 
lications. 1952. 

Alsted, G.: Incidence of Peptic Ulcer in Denmark. 1953. 

Arthur, J.: Through Movement to Life: The Economic Employ- 
ment of the Disabled. 1952. 

Australia in the War of 1939-1945: Clinical Problems of War. 
By Allan S. Walker. 1952. : 
Bellak, L. (Editor): Psychology of Physical Illness: Psychiatry 

Applied to Medicine, Surgery, and the Specialties. 1952. 
Bensley E. H., and Joron, G. E.: Handbook of Treatment of 
Acute Poisoning. 1953. ; ; 
Boden, E.: Elektrokardiographie fiir die irztliche Praxis. 

Siebente Auflage. 1952. 
Borel, J.: Les Psychoses Passionnelles. 1952. 
— J. F.: Radiology of Bones and Joints. Fifth edition. 


Bridgman, M.: Collegiate Education for Nursing. 1953. 

Biicker, J.: Anatomie und Physiologie: Lehrbuch fiir drztliches 
Hilfspersonal. Siebente Auflage.* 1952. 

= A.: L’Ophtalmologie du Practicien. Onziéme édition. 
1952. 

Catel, W.: Die Pflege des gesunden und des kranken Kindes. 
Vierte Auflage. 1952. a 

Cloutier, F.: Le Coma Post-hypoglycémique dans la Cure de 
Sakel. 1952. 

Dax, E. C.: Experimental Studies in Psychiatric Art. 1953. 

Goldman, L. B.: Fundamentals of Clinical Cancer. 1953. 

Hollender, A. R. (Editor): The Pharynx: Basic Aspects and 
Clinical Problems. 1953. : 

Hughes, W. F.: Office Management of Ocular Diseases. 1953. 

mt W. S., and Freed, S. C.: Psychosomatic Gynecology. 

5 


Leibowi‘z, S.: Infectious Mononucleosis. 1953. 

Loewi, O.: From the Workshop of Discoveries. 1953.  —_ 

Lucas, G. H. W.: Symptoms and Treatment of Acute Poisoning. 
1953. 

MacLean, J. T.: Acute Renal Failure. 1952. © 3 | 
Manhattan Eye, Ear, and Throat Hospital: Nursing in Diseases 
of the Eye, Ear, Nose, and Throat. Ninth edition. 1953. 
Marshall, R.: Fifty Years on the Grosvenor Road: An Account 
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H.M. Forces Appointments 








ROYAL ARMY MEDICAL CORPS 
Major D. B. Watson, M.B.E., has retired with a gratuity. 


TERRITORIAL ARMY 
RoyaL ARMY MEDICAL Corps 


Major-General R. E. Barnsley, C.B., M.C., whose tenure has 
expired, has relinquished his appointment as Honorary Colonel 
of a T.A. unit. 

— A. J. Bathurst has been granted the acting rank of 
ajor. 


TERRITORIAL ARMY RESERVE OF OFFICERS: ROYAL ARMY MEDICAL 
Corps 


Colonels A. McK. Reid, M.C., T.D., J. M. Smellie, O.B.E., 
Lieutenant-Colonel (Honorary Colonel) J. H. Donnelly, T.D., 
Major (Honorary Colonel) W. R. Martine, O.B.E., T.D., Majors 
(Honorary Lieutenant-Colonels) L. B. Cole, E. Hutcheon, O.B.E., 
T.D., R. Ropner, T.D., C. L. Broomhead, T.D., J. O. Moffat, 
T.D., Major C. M. Willcox, T.D., and Captains (Honorary 
Majors) R. S. Turner, L. A. Ogg, and W. B. R. Monteith, having 
attained the age limit of liability to recall, have ceased to belong 
to the T.A.R.O. 

Major C. J. Cobbe, M.B.E., from Active List, to be Major. 

Lieutenant (War Substantive Captain) C. Stewart, having 
attained the age limit of liability to recall, has ceased to belong 
. the T.A.R.O., and has been granted the honorary rank of 

ajor. 


ROYAL AIR FORCE 


Air Vice-Marshal (Acting Air Marshal) J. MacC. Kilpatrick, 
K.B.E., C.B., Q.H.P., to be Air Marshal. 

Air Commodore (Acting Air Vice-Marshal) R. H. Stanbridge, 
O.B.E., Q.H.P., to_be Air Vice-Marshal. 

Group Captain G. W. McAleer to be Air Commodore. 

Wing Commander A. M. Weston to be Group Captain. 

Squadron Leaders J. Jj. McNair, F. N. Shuttleworth, G. H. 
Dhenin, G.M., T. J. G. Price, and J. E. Malcolm to be Wing 
Commanders. 

Flight Lieutenants D. G. Jones, J. A. B. Mounsey, S. C. 
rea A. Klidjian, and J. A. Cooney to be Squadron 

aders. 

Flight Lieutenants M. T. F. Carpendale, J. F. B. Hird, and 
M. A. Heasman have reverted to the Reserve, retaining the rank 
of Squadron Leader. 


RoyaL AuXILIARY AIR FORCE 


ey Lieutenant L. A. S. White to be Squadron Leader. 
E. R. Spicer to be Squadron Leader. 


RoyaL Air Force VOLUNTEER RESERVE 


_ Squadron Leader M. M. Brown has relinquished his commis- 
sion on appointment to the R.N.V.R. 
Squadron Leader H. G. Vyse has relinquished his commission 
on _appoiniment to the Army Emergency Reserve of Officers. 
Flight Lieutenants E. B. Rayner, R. T. H. James, E. R. Spicer, 
and W. P. Hedgcock to be Squadron Leaders. 


Roya Arr Force RESERVE OF OFFICERS 
Flight Lieutenant H. S. Samuel to be Squadron Leader. 





Association Notices 





Diary of Central Meetings 
SEPTEMBER 


9 Wed Executive Subcommittee, Joint Formulary Com- 
mittee (at Pharmaceutical Society, 17, Blooms- 
bury Square, W.C.), 2 p.m. 

11 Fri. Public Health Committee, 2 p.m. 


17 Thurs. General Medical Services Committee, 10.30 a.m. 


23 Wed. Rehabilitation Committee, 10.15 a.m. 

23 ~ Wed. Arbitration Committee, 2 p.m. 

30 Wed. Occupational Health Committee, 11 a.m. 
OcTOBER 

14 Wed. Physical Medicine Group, 2 p.m. 
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PROGRESS IN AUSTRALIAN NATIONAL 
HEALTH 


SIR EARLE PAGE ADDRESSES W.M.A. 


On Wednesday last Sir Earle Page, the Minister for 
Health of the Commonwealth of Australia, in an address 
to the assembly of the World Medical Association at the 
Hague described the progress that had been made with the 
national health measures in Australia. At present many of 
the health services provided are subject to regulations. A 
National Health Bill will be introduced to the Common- 
wealth Parliament during the coming session. This Bill will 
aim at consolidating under one heading the various medical 
services carried out by the Federal Government. 


Political Issues 

Health schemes have been big political issues in Australia 
since the Federal Government was given full control of the 
social services at a referendum held in 1946. For three 
years after 1946 the Labour Government tried to get a health 
plan into action, but could not do so because of the objec- 
tions of the British Medical Association to certain sections of 
the plan. But since 1949, when the present Liberal and 
Country Party Government came into office, Sir Earle Page, 
himself a doctor, has been working on a plan which involves 
some contribution by the people. This is the one which he 
will bring before Parliament. The whole range of the 
scheme was set out to the British Commonwealth Medical 
Congress in Brisbane in May, 1950, and gained the approval 
ot the medical profession. The following is a summary of 
the account which Sir Earle Page gave of his plan to the 
World Medical Association. 


Gradual Stages 

The existing health provisions have been brought in gradu- 
ally. In July, 1950, generous tuberculosis allowances were 
given to ensure that infectious patients would offer themselves 
for treatment in the knowledge that their homes would be 
able to be maintained. Mass radiography of the population 
was simultaneously carried out. In August, 1950, life-saving 
and disease-preventing drugs were made available free to the 
public on a doctor’s prescription, and in December the 
Commonwealth Parliament passed an Act to inaugurate a 
free milk scheme for school-children under 13 years of age. 
In January, 1951, the Hospitals Benefits Insurance Scheme, 
based on a system of governmental aid to voluntary insur- 
ance, was offered to the Australian States. The following 
February saw the inauguration, for the first time in Australia, 
of free medical treatment for pensioners, and in May 
arrangements were made for pensioners to receive free 
medicines.on a doctor’s prescription. A Medical Benefits 
Scheme began to operate in July, 1953. Under this scheme 
the Commonwealth Government encourages voluntary insur- 
ance through approved organizations towards prepaid 
medical care by making available, throughout Australia, a 


. between the Government and the voluntary societies. 


flat, uniform contribution for 600 medical and surgical ser- 
vices, on condition that the insurance organizations at least 
match the Government’s contribution. 


Government’s Motives 

The considerations which influenced the Australian 
Government in deciding upon its scheme of State-subsidized 
voluntary medical and hospital insurance are given in the 
following quotation from Sir Earle Page’s address t@ the 
World Medical Association : “ The most immediate problem 
exercising the minds of the public generally is how the advan- 
tages of modern medical science may be brought within the 
pecuniary reach of the people at large. The most cruciai 
problem facing the medical profession is how can progressive 
improvement in the standards of treatment and practice of 
medicine (which are iargely responsible for increased costs) 
be maintained at the same time as they are brought within 
the means of the people. 

“The Australian Government does not believe that either 
or both of these problems can be solved by Governmen: 
direction and action alone. The Australian Government 
believes, however, that a partnership of the medical pro- 
fession, the community, insurance organizations, and the 
Government can evolve a method of retaining all the exist- 
ing traditions and advances on the medical side and sti!! 
bring the cost of a first-rate medical service within the means 
of the people.” 

Government Action 

The Government has endeavoured to establish a partner: 
ship between the Government and the individual through tti- 
union of Governmental aid with voluntary effort. Th:: 
partnership is, in its view, a recognition that both State aud 
individual have obligations in a national health scheme, anJ 
that both will benefit by it. The individual will gain bette* 
health, longer life, and an easier mind about the expense ci 
sickness ; the State will gain more efficient production, greate: 
national income, and social stability. The cost is distribute:? 
Unde: 
this system the Government has strict control over its own 
costs. The patient and doctor both have a definite interes: 
in preventing waste and abuse of time, skill, medicine, and 
equipment. 

Grants-in-Aid 

Preventive measures in Australia have been undertaken 
wholly by the Government because it felt that the resultiny 
community gain might be as great as or greater than thi 
individual benefit. 

In the field of medical and hospital benefits, in which it 
feels that the individual gain is undoubtedly the greater, the 
Government's view is that this field should be covered by « 
system of prepaid voluntary insurance, operated by volun 
tary non-profit-making ‘organizations experienced in that 
particular field. To encourage the development of such 
organizations and to make the benefits attractive to their 


members, the Australian Government makes available 
2537 


. 
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substantial grants-in-aid. The Government believes that a 
wide extension of voluntary insurance to the community as a 
whole, and especially to the self-employed and rural ele- 
ments in the community, can be secured by a basic grant 
of Governmental aid towards extending the actuarial bene- 
fits beyond those possible under existing insurance schemes. 
fnsurance is thereby made so attractive as to induce many 
people to seek insurance cover without great expenditure, 
especially as members’ dependants are also covered. 

This grant-in-aid is given only if participating insurance 
organizations at least match the Governmental grant for each 
item of medical treatment. The Government grant, plus an 
equivalent amount of insured benefit, meets the major pro- 
portion of the fees charged to the lower-income groups. 
Higher-income groups can insure themselves for greater bene- 
fits, rendered more valuable by the existence of the Govern- 
mental grant. There is no direct connexion between the 
Government and the medical profession. The Government 
does not fix fees, which are left to the discretion and judg- 
ment of the profession itself. 


Conditions of Payment 

The Australian plan makes available to the patient, 
through his insurance organization, the appropriate amount 
of Governmental subsidy, even where the organization is 
precluded from paying a benefit under its own rules. In a 
number of circumstances an insurance organization in 
Augfralia, because of actuarial consideration, does not pay 
a benefit to its members. For instance, there is the condi- 
tion that a member must go through a probationary period, 
usually two months in ordinary cases, and nine or ten 
months before confinement benefit is payable. Most organiza- 
tions have a maximum amount which can be drawn on their 
funds during a year, and will not pay benefits for treatment 
of certain chronic diseases or for treatment of a complaint 
symptoms of which were in evidence at the time of joining. 
{n all these cases the Governmental subsidy is available. A 
man might become a member of an insurance organization 
en his way to the doctor and be eligible for the Govern- 
mental grant. 

Hospital Benefits 

Application of the principle of prepaid voluntary insur- 
ence backed by Governmental aid has already had results 
in Australia. Hospital revenues and patients’ charges have 
been assisted by the Government’s insurance scheme. Many 
hospitals showing a debt a year ago are already showing a 
surplus, and the total increase in hospital revenues over 
Australia is several million pounds. The total Federal 
Government subsidy is 12s. a day to any hospital patient 
who also insures for a minimum hospital fund benefit. In 
practice many patients insure for larger insurance organiza- 
tion benefits which, together with the Government grant, 
&pproximate to actual hospital costs. 

As in the medical benefits plan, the Governmental grant 
is available to insured persons where actuarial considera- 
tions preclude the societies from paying benefits from their 
own funds. 

Administration 

The Government rejected the idea of a massive Govern- 
mental organization to control the insurance scheme, 
because, apart from the expense, it considered that such 
a scheme would not accord with the history of voluntary 
participation and organization of people for their mutual 
benefit. It thought that it would crush that spirit which 
caused people to unite voluntarily amongst themselves for 
mutual help and assistance. Already many large friendly 
society benefit funds and community hospital benefit funds 
are operating, as well as funds controlled by trade unions. 


Extent of Cover 
In its scheme the Australian Government has taken special 
care to give what it considers to be the widest possible health 
cover to the Australian people in the following ways: (1) It 
has provided a general-practitioner free medical service 
with free medicines to the pensioner group—that is, all per- 
sons or their dependants who are in receipt of an age, 


invalid, or widow’s pension, a Service pension under the 
Repatriation Act (but not a war pension), or an allowance 
under the Tuberculosis Act. War pensions are provided 
under the Repatriation Act. (2) Consideration is being given 
to the question of insuring at reasonable rates dependants 
of active service men and of war veterans who are not 
entitled to medical treatment under the Repatriation Act. 
(3) Special arrangements are made for the completely indi- 
gent. (4) Commonwealth benefits for hospital and medical 
care are payable as soon as patients are insured, without any 
waiting period that may be a condition of the insurance 
organization’s rules. (5) Government medical and hospital 
benefits are given to insured patients both for chronic and 
for pre-existing diseases, even if benefit for these sicknesses is 
not given by the insurance organizations. The effect of this 
latter condition is to make voluntary insurance attractive. 
(6) The liberal Governmental grant will enable insurance 
organizations to review their previous exclusion conditions. 


Professional Discipline 

A committee of inquiry is set up through the recognized 
organization of the profession—the British Medical Associa- 
tion. This committee reports and recommends methods of 
dealing with the infringement of professional practice, ethics, 
or fraud associated with the action. It recommends the 
appropriate penalty to the Minister for Health, who decides 
what action should be taken by law or otherwise. 


Professional Co-operation 

Australia has developed Federal organization of its medi- 
cal and pharmaceutical professions. There is a Federal 
Council, formed by election by State Councils from each 
State. The State Councils are based on regional organiza- 
tions, and the individual members of the organizations 
elect their representatives. Close contacts are maintained 
between all the tiers in the organization, and it is possible 
to get representative opinion on all vital matters in a reason- 
able time. The Federal Government deals exclusively with 
the Federal Councils. The Royal Australasian Colleges of 
Physicians and Surgeons have delegated discussions on 
political and financial matters to the Federal Council of 
the British Medical Association, so that only one medical 
voice speaks on this matter to the Government. 


Advisory Drug Panel 
To determine what drugs should actually be on the free 
list the Australian Government invited the Federal Council 
of the British Medical Association and the Federal Pharma- 
ceutical Guild to nominate a panel of specialist physicians 
and pharmacological experts from which an advisory council 
was drawn. The Bill states that this committee shall make 
recommendations to the Minister from time to time as to the 
drugs and medicinal preparations which it considers should 
be made available as pharmaceutical benefits, and shall 
advise the Minister upon any other matter concerning their 

operation referred to it by the Minister. 


Examples of Benefits 
The following table gives examples of medical benefits: 








Common- Fund Total 
wealth Benefit Benefit 
Benefit at least at least 
£« @ S « ¢€ £s. d. 

Surgery consultation — oun 
practitioner... 060 060 0 S 0 
Appendix operation 512 6 512 6 11 0 
Tonsi!s (adult) . 300 36 86 6 3 0 
Tonsi!s (child) tt 6 sir .<¢ 315 0 
Midwifery 315 0 233 © 710 0 














The average cost of insurance for medical benefit for a 
man and his dependants is 2s. a week. 

Commonwealth benefits to members of insurance organ- 
izations of £4 4s. a week are uniform over the whole con- 
tinent. The organization benefits vary according to the rates 
of contribution. In some cases they provide sufficient to 
meet the hospital charges in the particular State, but they 
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must provide at least 6s. a day. This, with the Govern- 
ment benefit, makes a total of at least £6 6s. a week. An 
insurance organization benefit of 12s. a day can be obtained 
in most States for a contribution of 1s. a week. A larger or 
smaller benefit can be obtained for a correspondingly higher 
or lower contribution. 


Additional Information 


The Commonwealth population is given as 8,538,936. 
There are about 9,000 doctors. The annual cost of the 
Government subsidy to the Medical Benefit Scheme is 
£10m. and to the Hospital Benefit Scheme £12m. Except 
those which are private, hospitals are administered by the 
State Governments and not the Federal Government. Any 
doctor can participate in the Medical Benefit Scheme or the 
Pensioners Scheme. The free medicines available to pen- 
sioners are the scheduled life-saving drugs plus—broadly— 
those in the B.P. 

About 55% of the people are voluntarily insured; 10% 
are covered by the Pensioners Scheme and 5% by the War 
Pensions Scheme; 3-4% are indigent and specially pro- 
vided for. Thus nearly 75% of the population benefit from 
health schemes. 
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APPEALS MACHINERY IN NORTHERN 
IRELAND 


DISCUSSION WITH THE MINISTER OF HEALTH 


The Minister of Health of Northern Ireland, Dame Dehra 
Parker, accompanied by officials of the Ministry, recently 
received a deputation from the British Medical Association 
to discuss recommendations for the setting up of an appeals 
machinery for the profession in Northern Ireland similar 
te that now working in this country and to which differences 
could be referred. The deputation was led by Dr. Kenneth 
Cowan, chairman of the Association’s Public Health Com- 
mittee, who was accompanied by Dr. J. B. Young (presi- 
dent of the Northern Ireland Branch), Dr. N. S. Dickson 
(member of Council), Dr. Robert Marshall (chairman of the 
Northern Ireland Consultants and Specialists Committee), 
Dr. J. McKinney (representing the public health service medi- 
cal officers, Northern Ireland), Dr. J. W. Chapman (assistant 
branch secretary), and Dr. A. V. Kelynack (assistant secre- 
tary, B.M.A.). 

The principles of an appeals machinery were fully dis- 
cussed, and the Minister expressed her interest and sympathy 
on certain points, though in doing so she was doubtful as 
to the need for such an appeals committee as was suggested, 
and asked for any example in Northern Ireland which might 
have been dealt with had such machinery been available. 

The long-standing difference regarding the status and 
remuneration of the divisional medical officers employed 
in County Down was then discussed, not only with refer- 
ence to the main issue of appeals machinery but also as 
an individual problem. The Minister was informed that 
ihe Council of the Association had already decided that the 
only solution of the difference was to refer the matter for 
independent arbitration, but in view of the meeting with her 
and in the hope that agreement could be reached, action to 
refer the matter under the Conditions of Employment and 
National Arbitration Order, 1940, had been deferred. 

After a very full discussion the Minister promised to 
consider carefully the suggestions for a Northern Ireland 
appeals committee as put forward by the Association. 


County Down Dispute to go to Arbitration 


Further consideration has now been given to this matter, 
and in accordance with the decision of Council the Ministry 
of Health has been informed that the Association’s solicitors 
are being instructed to take the necessary action on behalf 
of the five medical officers employed as divisional medica! 
officers by the County Down health committee. to ensure 
that the difference regarding their status and remuneration 
is referred for independent arbitration. 


ISLE OF MAN COMMISSION ON SALARIES 
AND EMOLUMENTS 


ASSOCIATION’S SUPPLEMENTARY MEMORANDUM 
OF EVIDENCE 


Prefatory Note 


When representatives of the Association appeared before 
the Commission on August 18, the Chairman of the Com- 
mission stated that the Commission would be glad to receive 
any additional written evidence which the Association might 
be able to submit within a week (approximately). The 
Chairman was understood to say that the Commission 
would be interested to see any figures relating to compara- 
tive costs of living in the Isle of Man and on the mainland. 
The Chairman also indicated that he would welcome some 
further explanation of the statement by Mr. George 
Schwartz, quoted in paragraph 13 of the Association’s 
original memorandum, that the proposal to adjust remuner- 
ation in accordance with varying rates of income tax was 
‘indefensible, impracticable, and absurd.” 

The Association is advised that the suggestion of cora- 
piling, within the time allowed by the Commission, statistics 
showing the cost of living of doctors on the island as com- 
pared with the corresponding cost on the mainland is en- 
tirely impracticable. The Association has pleasure, how- 
ever, in submitting a short explanatory memorandum which 
Mr. George Schwartz has most kindly composed at very 
short notice, and at considerable personal inconvenienze. 
This memorandum is quoted below. 


Memorandum by Mr. George Schwartz 


1. The proposal to vary remuneration in accordance with 
the rate of income tax implies that income tax is a separate 
item in the cost of living. It is not. Income tax does not 
raise or lower either the cost of living or the standard of 
living. It alters the composition of both, but does not affect 
their magnitude. Income tax involves a reshuffle of the 
community’s purchasing power and does not per se alter the 
volume of it. It does not therefore affect the general level! 
of prices and incomes in the community. The citizenry 
hands over some of its income to the State, which thereupon 
redisburses it on behalf of the citizenry. The process ané 
the result are no different from those which occur when a 
husband hands over housekeeping money to his wife. This 
doesn’t raise the cost of living or the standard of living of 
the household. It is no answer to say that if the husband 
is mean in this respect he is better off. Even if his wife doc: 
not take it out on his meals the household must suffer a 
corresponding reduction of other welfare. 

2. This household analogy shows the fallacy of treatins 
income tax as an item in the cost of living, and the double 
reckoning involved in the process. Suppose the price © 
carpets went up. This admittedly would entail a rise in the 
cost of living. Suppose an employee proceeded to argue : 
“Not only has the price of carpets gone up, but I have tc 
give my wife more housekeeping money because of that. 
want two increases in my salary, one to compensate for 
the rise in the price of carpets and one to offset the increase 
in the housekeeping allowance.” It would be a very un- 
sophisticated employer who was taken in by this double 
reckoning. And it would be a very unsophisticated em- 
ployee who took a double cut in his salary, one because the 
price of carpets had falien and the other because he thereby 
handed over less to his wife. 

3. If remuneration really fluctuates with changes in the 
rate of income tax why does anyone grumble about the 
tax ? An economic paradise would be a country in which 
with any increase in taxation the citizen was given addi- 
tional income in order to pay the tax. Attempts have been 
made in some countries to achieve this paradise. What 
is achieved is inflation and currency disorder. 

4. That prices and remuneration are determined quite 
independently of the local rate of income tax is clearly 
evident in the case of international commodities. Tin is 
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produced in Bolivia, Burma, Malaya, Indonesia, Nigeria, 
and Siam. Whatever the local rate of income tax, tin sells 
to-day at £600 per ton, and the income of tin-producers 
everywhere derives from that. In 1951 tin sold at one time 
at £1,620 per ton and in the same year at £805 per ton. 
What had these fluctuations to do with local rates 6f income 
tax? If lead, zinc, and copper were still mined in the 
isle of Man the producers’ incomes would be determined 
by the prices quoted on the leading metal exchanges, regard- 
less of the rate of tax in the Isle of Man. Does a novelist 
living on the island get and accept a lower rate of royalties 
than authors on the mainland? Do investors get lower 
rates of dividend? Are interest rates lower because of the 
lower rate of tax ? 

5. The Health Services themselves provide a clinching 
refutation of the whole argument. Suppose the National 
Health Scheme was abolished in Britain. This would permit 
a reduction of the income tax by about 2s. in the £. On the 
thesis under discussion all salaries and wages could and 
should be reduced correspondingly. The citizen would then 
pay for medical service out of his own pocket. This trick 
can be performed only in public houses, and is known as 
“ ringing the changes.” 


Another unusual method was mentioned by a teacher of 
medicine from Trinidad who had introduced his students to 
the study of vital statistics by encouraging them to play 
bridge and other games of chance and to study football 
pool coupons. To make them acquainted with the elemen- 
tary facts of epidemiology he sent them to mingle with the 
crowds at football matches. There they learned that sick- 
ness might be a collective as well as an individual matter. 

An Australian member told of a placard which he saw in 
a medical school: “ The student retains 10% of what he 
hears, 20% of what he reads, 50% of what he sees, and 90%, 
of what he does.” 

A professor of bacteriology at a London school: “ The 
clinical teacher is the students’ hero. I bring him in when- 
ever I can. The students are far more likely to listen to 
him than to me.” 

A senior teacher at a London school : “| tried to find out 
from our students what they thought of the teaching at 
Hospital. They are a pretty bright lot. They found 
that the senior men were better than the registrars ; the latter 
knew too much from textbooks, whereas we old fellows, 
educated in medicine 30 years ago, have forgotten all those 
details and keep more to general principles.” 








Heard at Friends House 
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A Well-organized Conference 


During the whole of last week Friends House in Euston 
Road was thronged with delegates to the First World 
Conference on Medical Education. A journalist who has 
attended international conferences—not medical ones alone 
—in many capitals remarked that this conference was 
far and away the best organized in his experience. The 
system of earphones and simultaneous interpretation enabled 
those present to hear every man in his own tongue—at least 
if that tongue was English, French, or Spanish. But, the 
really excellent interpretations apart, the system of earphones 
at every seat in the four halls magnified the speaking to 
such perfection that even the whisperers and mumblers got 
the hearing they hardly deserved. 


A Few Figures 


Fully 80% of the speaking at the conference was in 
English, yet not much more than half the speakers were 
from the British Commonwealth or the United States. The 
rumber of announced papers and addresses (apart from 
contributions in the open discussions) was 153, and the pro- 
ceedings were recorded on 200,000 ft. of magnetic wire. 
Talking of tape recorders, one speaker in the Section of 
Social Medicine mentioned that he took recordings of inter- 
views between his patients and an experienced social worker, 
which proved very useful when replayed to him while he 
was considering the case. On one busy morning a patient 
was admitted, and he took her into the next room and asked 
her to talk to his tape recorder while he attended to other 
patients. Presently, going out to lunch, he found this patient 
at an adjoining table. On asking her what had happened 
she said, “ Oh, I left my tape recorder talking to your tape 
recorder.” 

Points of View 

In Section A, after the reading of an opening paper, 
another member got up and vigorously attacked it, where- 
upon he was joined by the “author” of the paper, who 
criticized it with equal vigour. It turned out that the paper, 
although he had read it as in duty bound, had been written 
by somebody else. 

A professor from Uganda, who is also the head of the 
library of his school, surprised a section by remarking, 
“Nothing gives me greater pleasure than to find a student 
asleep in the library. It is true that he is not absorbing 
much learning, but at least when he wakes up he is in the 
right environment.” This speaker pleaded for school 
libraries with deep comfortable easy chairs and a supply 
of works other than medical. 


Isle of Man Commission on Salaries 

Sir,—I should like to offer my hearty congratulations 
to our secretary for the fine bit of work he did in the Isle 
of Man. After the exhausting labours of an Annual Meeting 
this emergency must have put a great strain on Dr. Macrae. 
He rose to it nobly. I particularly admired the touch of 
righteous indignation he put into his memorandum (Supple- 
ment, August 29, p. 84).—I am, etc., 


London, S.W.7. ALFRED Cox. 


Cost of Prescribing 

Sir,—In reply to Dr. Donald Latham (Supplement, August 
22, p. 81), the tablet of digitalis folia is not the only one 
which would not stand 10 years’ exposure to a tropical 
climate without being used. My remarks, of course, have 
reference to the use of digitalis preparations in this country. 
It is quite possible that in certain English seaside areas the 
tablets wouid not keep well, but the obvious solution is to 
be found in using them regularly so that they are not kept 
too long in stock. It is surely advisable to use a cheap 
drug rather than a 10 times more expensive one, when the 
cheap drug is as efficient for maintenance purposes. After 
all, we are al! taxpayers.—I am, etc., 


London, N.W.1. GEOFFREY BOURNE. 





_Association Notices 





Diary of Central Meetings 


SEPTEMBER 

9 Wed. Executive Subcommittee, Joint Formulary Com- 
mittee (at Pharmaceutical Society, 17, Blooms- 
bury Square, W.C.), 2 p.m 

11 Fri. Public Health Committee, 2 p.m. 

17 Thurs. General Medical Services Committee, 10.30 a.m. 

23 Wed. Rehabilitation Committee, 10.15 a.m. 

23 Wed. Arbitration Committee, 2 p.m. 

29 Tues. Grants Subcommittee, Organization Committee, 


2 p.m. 
30 Wed. Occupational Health Committce. 11 a.m. 


OCTOBER 
14 Wed. Physical Medicine Group, 2 p.m. 
23. «Fri. Library Subcommittee, Science Committee. 
11.30 a.m. (postponed from September 25). 
23 ‘Fri.. Science Committee, 2 p.m. (postponed from 


September 25). 


Branck and Division Meetings to be Held 


MARYLEBONE Division.—At Medical Sasiote of London, 11, 
Chandos Street, W., WW he September 10, 8.30 p.m. Report 
of Representatives on A.R.M . Cardiff. 
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THE N.H.S. IN 1952 


REPORT OF THE MINISTRY OF HEALTH 


The first part of the annual report' of the Ministry of Health 
for the calendar year 1952 has just been published. Part IJ, 
the report of the Chief Medical Officer, will follow later. 

This report of the Ministry is the first to relate to a 
calendar and not a financial year, and it has appeared earlier 
than usual. The bulk of the report is concerned with the 
administration of the National Health Service, but there are 
also short sections on international health, services for the 
elderly and the handicapped, food and drugs, and civil 
defence. 

Hospital Service 

After a short description of the finance of the Health 
Service the report reviews the development of the hospital 
and specialist services, which account for 56.5% of the total 
expenditure. Although no entirely new hospital has yet 
been built since 1948, about £35,000,000 has been spent on 
capital development. At the end of 1952 hospital beds 
totalled 507,368, an increase of only 1.3% since 1949. But 
the number of beds available for the treatment of patients 
increased from 89.4% of the total complement in 1949 to 
92.3% in 1952. Wales has been more successful than any 
other part of Great Britain in bringing into use beds which 
were closed. 

The allocation of more beds to specialties has reduced 
waiting-lists. For instance, beds for ear, nose, and throat 
cases are now 26% more than in 1949, and for the second 
year in succession the waiting-list has been declining. Even 
so, the number of patients awaiting admission to hospital 
amounted to the huge total of half a million. 

Out-patients and in-patients were up by nearly 5% on the 
1951 figures, and the number of discharges per hospital bed 
per year—an index of “ bed-turnover”’—is rising slowly, 
though the figures for the various regions show considerable 
variations. Medical, dental, nursing, technical, and domestic 
staffs have increased, and there has been another small fall 
in administrative and clerical staff. 

In his introduction to the report the Minister of Health 
speaks of the insufficiency of accommodation in mental 
hospitals as one of the biggest problems of the N.HLS. 
Overcrowding remains at 14%, and there are 9,000 mental 
defectives awaiting admission. On the other hand, the 
waiting-list of tuberculous patients is falling. Since the 
Health Service began more than 7,000 additional beds have 
been brought into use for the treatment of tuberculosis. 

On the subject of the introduction of charges for certain 
surgical appliances, the report states that “there has been 





1 Report of the Ministry of Health for the Year Ended 
December 31, 1952. Part I. (1) The National Health Service 
(including a chapter on international health); (2) Welfare, Food 
and Drugs, Civil Defence. Cmd. 8933. H.M.S.O., London. 


a significant absence of complaint that patients really requir- 
ing these articles have been unable to obtain them.” 

During the year 88,000 new patients were supplied with 
hearing-aids, bringing the total of those who have been 
supplied with aids since the service began to over a quarter 
of a million. 

The demand for radiological and pathological services 
by general practitioners has fallen short of what was ex- 
pected, and, in the case of pathological examinations, “ of 
what may be regarded as desirable.” The number of 
hospitals and laboratories offering these services to prac- 
titioners is increasing, but there is still room for expansion. 

The number of specialists available for domiciliary con- 
sultations was 6,183, and domiciliary visits rose from 171,193 
in 1951 to 184,060 in 1952. The great majority of the visits 
fell into the categories of general medicine (64,663), general 
surgery (42,259), and obstetrics and gynaecology (14,333). 


General Medical Services 

The number of general practitioners providing un- 
restricted general medical services in England and Wales. 
amounted to 17,204, and the cost of this service is a little 
less than 10% of the whole. 

The report contains much information about the distri- 
bution of general practitioners and about the size of 
practices. Some 20% of patients on doctors’ lists reside in 
rural areas, 37% in semi-urban areas, and 43% in urban 
areas. In the rural and semi-urban areas one-third of the 
doctors were practising single-handed, one-third were in 
partnerships of two doctors, and one-third in partnerships 
of more than two doctors. In urban areas the majority of 
doctors practise single-handed. 

The statistics show that the number of established single- 
handed practitioners with very small lists is not as large as. 
is sometimes thought. Over half of the 1,105 doctors with 
not more than 1,000 patients live in London and the south- 
east region, a ..ct which, the report states, “affords some 
indication that the ‘ small list’ is linked with the attractions 
of the metropolis.” 

There is a tendency for doctors in “ under-doctored ” 
areas to be in the younger age groups, and this probably 
reflects the redistribution of doctors since the inception of 
the N.H.S. 

In 1952 there were 412 alleged breaches of their terms. 
of service by general medical practitioners. No disciplinary 
action was taken in 283 of these cases. 


General Dental Services 
In 1952 more children received dental treatment than im 
1951, and fewer adults were treated. Courses of completed 
dental treatment for children have nearly doubled in num- 
ber, while those for people of 45 and over have fallen by’ 
over a half in two years. 
2538 
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In the first half of 1952 conservative dental treatment was 
at a higher level than at any other time since the Service 
started. In part this was due to the introduction of charges 
for dental treatment on June 1, 1952, for there was a fall 
in conservative treatment during the second half of the year. 
Nevertheless, comparison with the corresponding period of 
the previous year shows little change. The report estimates 
that the real fall in the volume of conservative treatment of 
adults between 1951 and 1952 is in the region of 5%. 


Supplementary Ophthalmic Services 


After the introduction of charges for spectacles in May, 
1951, there was an immediate fall in the number of sight 
tests given. This sharp reduction did not last long, for 
there was some increase in the number of tests given during 
the last quarter of 1951, the rise persisting during 1952. In 
all 3,352,000 pairs of glasses were prescribed. The propor- 
tion of sight tests which resulted in the prescription of 
glasses remained practically stable at about 86.5%. 


Pharmaceutical Services 


The pharmaceutical services cost 10.5% of the total bill 
for the N.H.S. During 1952 216,773,000 prescriptions were 
dispensed by chemists—11 million fewer than in the previ- 
ous year. The average cost per prescription continued to 
rise during 1952 because of the rising cost of ingredients 
and the prescribing of expensive new drugs. 


Local Health Authority Services 


Midwives employéd by local health authorities attended 
38% of the total number of confinements under the N.H.S. 
They administered gas-and-air analgesia to 62% of their 
patients. Inquiries in the areas of the country where the 
use of gas-and-air analgesia appears to be lagging behind 
disclosed that “in some areas, mainly in the Midlands and 
the North, there was little active demand for relief of pain 
in childbirth, while in others there is a preference on the part 
of both general practitioners and mothers for methods of 
relief other than gas-and-air analgesia.” 

There was another small drop in the attendances at ante- 
and post-natal clinics, but a rise in the number of attend- 
ances at child welfare clinics. 

Ambulance calls continued to increase : 11,305,000 patients 
were carried, compared with 9,270,000 in 1950-1. But the 
cost per patient fell—from 15s. 6d. to 15s. 2d. 





Notes and News 








Industrial Injuries Benefits—Changes in the conditions for 
certain benefits under the Industrial Injuries Scheme came 
into force on September 2. The period of trial employment 
in a man’s regular occupation (or work of an equivalent 
standard) which may be ignored when deciding whether he 
satisfies the conditions for special hardship allowance (unless 
the work is carried out on medical advice or with the 
approval of the Minister of Pensions and National Insur- 
ance) has been extended to six months. Dependants’ allow- 
ances are now payable to certain unemployable people who 
have received workmen’s compensation for injuries sustained 
before July 5, 1948. This means an increase of 21s. 6d. for 
a wife, and 32s. for a wife and child. Policemen and fire- 
men injured before July 5, 1948, and awarded injury pen- 


sions, can now draw constant attendance allowances. 
¢ 


Invalid Motor Tricycles.—The Ministry of Health points 
out in a circular just issued (R.H.B.(53)98/H.M.C.(53)92/ 
B.G.(53)94) that although a patient may come into one of the 
categories qualified to receive a motor tricycle he may in 
fact be able to travel easily by means of a hand-propelled 


tricycle. Also a patient may come to depend on a motor 
tricycle, thus delaying or preventing improvement of his dis- 
ability. The conditions for the supply of motor tricycles set 
down by the Ministry are as follows: (i) the patient has 
suffered amputation of both legs, at least one above the 


_ knee ; (ii) the patient is suffering from paraplegia ; (iii) the 


patient is suffering from a disability which results in the 
total or almost total loss of use of both legs ; (iv) the patient 
is badly disabled and requires a machine in order to obtain 
or retain employment. Recommendations for the provision 
of motor tricycles should be made to the Ministry of Health 
Artificial Limb and Appliance Centre only on the recom- 
mendation of the consultant in charge of the patient. 





Correspondence 








Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Monthly Payment 


Sir,—I should like to support the very timely letter of 
“A Rural Practitioner ” on the subject of monthly payments 
to general practitioners (Supplement, August 22, p. 81). I 
do not doubt for one moment the financial difficulties that 
he and his partner are experiencing, but I would suggest that 
they are small compared with those who, like myself, are 
only recently established as principals in general practice. 

We have to provide ourselves with homes, furniture, 
surgery accommodation and surgery equipment, and with 
motor-cars which have to be maintained and run as well as 
merely bought. We have to feed and clothe ourselves and 
our families. We have to pay bills for fuel, electricity, and 
telephones, to mention but a few. And all this has to 
be done on quarterly payments. Consequently we are driven 
to writing begging letters to the executive council for hard- 
ship payments or to our bank managers for overdrafts— 
unless, of course, we had accumulated considerable savings 
in the period when we were employed as house officers, 
assistants, or locums. 

The present quarterly system of payment imposes a great 
deal of unjustifiable and needless hardship in exchange for 
a very dubious economy.—I am, etc., 


London, S.E.3. P. D. WARREN. 


The Small-list Doctor 


Sir,—As a small-list general practitioner I have just 
received a form to be filled in, giving my hours of work in 
the practice and details of my outside work. These details 
are apparently required to assist the Working Party to 
remedy any obvious defects in the distribution scheme. 

I object in principle to the inquiry, as I object in principle 
to the distribution scheme. There is no valid reason why 
there should be distinction in allotment of capitation fees. 
Five hundred patients are as much of a tie as 1,500 and 
involve relatively more work. Why should the affairs of 
the small-list doctor be singled out for investigation? I 
think it is an impertinence. Doctors with large lists say 
they deserve the increased award because of the hard work 
involved in their practice, yet it is known that a large num- 
ber of doctors with big lists hold outside appointments 
often involving ¢onsiderable extra work. 

If an inquiry has to be made it is only right that this form 
should be sent to all general practitioners ; and in deciding 
what defects exist in the distribution scheme a very useful 
comparison might be made between the outside work and 
income of large- and small-list doctors—I am, etc., 


Farnham Royal. Mary HERFORD. 
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Sir,—I have just received a communication from my 
local medical committee (which was acting on instructions 
from the Working Party on remuneration) inquiring the 
average number of hours devoted (a) to N.H.S. practice 
and, (b) to (i), to various types of work outside the N.H.S. 
I am told in a covering letter that this information is 
required “ in order to make a general analysis of the circum- 
stances of all general practitioners with small lists of 
patients who might be adversely affected by the new arrange- 
ments.” It appears, moreover, that the inquiry is being 
sent only to single-handed practitioners with N.HLS. lists 
of up to 1,200. 

Two inferences may fairly be drawn from the communication 
in question. (1) That the principle that remuneration in the 
N.H.S. should be in relation to responsibility undertaken no 
longer obtains, since other sources of income are now to be 
taken into account. (2) That there is a discrimination in this 
matter between doctors with N.HLS. lists above and below 1,200. 
Are we to conclude from this that, while Dr. X with, say, 2,000 
N.H.S. patients and a fair-sized private practice may receive his 
full N.H.S. remuneration (including loading), Dr. Y with 500 
N.H.S. patients and the same-sized private practice does not 
need, and so will not receive, a fair share of the pool ? 

Many small-list doctors who agree with me, and find it abhor- 
rent that a certain section of the profession should be questioned 
in this way about their private affairs, will withhold the informa- 
tion required, even at risk of personal loss, and so the statistical 
value of the replies received will be impaired. 

It is perhaps not generally realized that doctors with lists below 
500 who receive no initial practice allowance, etc., are being used 
to subsidize those with larger lists. While attracting a full share 
of money into the pool, they receive from it a smaller sum than 
they would obtain under the old system of a flat capitation pay- 
ment, and the money thus saved is available for loading at higher 
Jevels. 


Is it too much to hope that the members of the Working 
Party will reconsider their action in view of the points raised 
in this letter ?—I am, etc., 


Stanmore, Middlesex. H. B. WooDHOUSE. 


Rural and Urban Mileage 


Sir,—Why is it that mileage payments are made for 
patients living outside urban areas but not for patients 
‘who live in urban districts ? Mileage payments are intended 
to compensate the doctor for the time taken in travelling 
to a patient. Surely it takes just as long (if not longer) to 
travel beyond the two-mile limit in congested urban traffic 
as it does on deserted rural roads. 

When the patient of an urban doctor moves into the 
country the doctor will probably consent to retain the 
patient on his list, as he will be compensated by a mileage 
payment. When the patient of a rural doctor moves into 
an urban area the doctor loses the mileage payment even 
though the patient has moved further away. Why? The 
consequence to the rural patient is that he is usually told to 
find another doctor.—I am, etc., 


Harrold, Beds. R. STUART. 


Cost of Prescribing 


Sir,—An eminent committee has recently condemned some 
hundreds of preparations, possibly quite rightly, but without 
adducing one atom of proof for their findings, and without 
indicating a single N.F. or B.P. equivalent for us to judge 
their conclusions. Surely this is quite lamentable. 

It is further suggested that one should compare the prices 
of proprietary drugs with the N.F. equivalent. Are we then 
to sit with a pile of trade price-lists on one side, the N.F. in 
the middle, and the drug tariff on the other side and do 
complicated sums to include chemists’ dispensing and other 
fees with their % increases and decreases ? 

Only two parties are vitally interested in the cost of drugs 
sas the N.H.S. stands to-day—the Ministry and the drug 


houses. I suggest they come to terms. Let any “ ethical” 
preparation, whose price has been agreed, bear the letters 
N.F. or N.H.S. after it and be freely prescribable, as such, 
under its trade name, a name which can usually be spelled, 
remembered, and its properties and dosage recalled in a 
manner quite impossible with the “ approved ” names, which 
are a mere jumble of synthetic or organic polysyllables.— 
I am, etc., 
Overton, Hants. 


W. G. ZORAB. 


Sweated Doctors 


Sir,—I am glad there are a few other doctors who feel 
that housemen’s conditions of service are very unsatisfactory. 
These conditions continue to exist, I am sure, merely because 
it is traditional for housemen to be inadequately paid and 
overworked, and because bad traditions die hardest. 

Not only hospital porters and gardeners have more favour- 
able conditions. Many of the hospital “administrative ” 
officers receive salaries two or three times that of housemen 
and yet have nothing like their responsibility or training and 
work only 44-48 hours per week. None of the usual argu- 
ments, that he is learning or has good prospects (these have 
become much dimmer in recent years), can alter the fact that 
the houseman’s pay is quite inadequate for what he does, 
and if he is married it is absolutely impossible for him to live 
within his income. 

Salaries have not been raised since 1945 in spite of the 
rapid rise in the cost of living and of salaries in other occu- 
pations. The Government’s inaction (no doubt justified in 
its own eyes on grounds of economy) is matched by the in- 
difference of the B.M.A. So far as I know housemen are 
represented on a negotiating committee only indirectly 
through the consultants who are virtually their employers— 
hardly a satisfactory arrangement for the junior staff. I 
estimate that a reasonable salary scale would be £600 to 
£1,000 per year for housemen, but I realize there is less 
chance of their getting it than of reaching the moon.—I am, 
etc., 

Parkstone, Dorset. 


F. L. P. HEBER. 


Domiciliary Anaesthesia 


Sir,—I agree with Dr. M. Rushton (Supplement, August 
22, p. 81) that the types of dental cases he enumerates merit 
intubation, but they also need premedication, surgical 
asepsis, the availability of an aspirator, trained assistance 
at operation, and trained nursing during recovery. The cases 
which tend to bleed may need their blood pressure reduced 
by drugs and/or posture. For the above reasons none of 
these cases should be undertaken in the patient’s home. It 
is for such cases that there are dental beds in general 
hospitals. In any event we cannot expect the Ministry to 
pay a fee of four guineas for each case when a sessional fee 
of five guineas for the consultant anaesthetist would cover 
at least four such cases. 

As for “ free choice of dentist,” it is likely that a patient 
would obtain the services of a more skilled operator in 
hospital. I have never known a patient to raise the question 
of not being able to have his or her own dentist to do the 
job when referred to hospital.—I am, etc., 


Hove. PAu F. B. GILLETT. 





TRADE UNION MEMBERSHIP 


The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization : 


Metropolitan Borough Councils.—Fulham, Southwark. 
Non-County Borough Councils.—Crewe. 
Urban District Councils.—Houghton-le-Spring. 
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B.MLA. LIBRARY 
The following books have been added to the Library : 


Altschule, M. D.: Bodily Physiology in Mental and Emotional 
Disorders. 1953. 

Anderson, H. H., Bostick, W. L., and Johnstone, H. G.: 
Amebiasis. 1953. 

Bean, W. B. (Editor): Monographs in Medicine. Series 1. 1952. 

Belcher, J. R., and Grant, I. W. B.: Thoracic Surgical Manage- 
ment. 1953. 

Bernstine, J. B., and Rakoff, A. E.: Vaginal Infections, Infesta- 
tions, and Discharges. 1953. 

Bier, N.: Contact Lens, Routine and Practice. 1953. 

Biggs, R., and Macfarlane, R. G.: Human Blood Coagulation 
and its Disorders. 1953. 

Bodian, M. (Editor): Fibrocystic Disease of the Pancreas. 1952. 

——. W.: Introduction to Medical Science. Fourth edition. 


Carter, C. W., and Thompson, R. H. S.: Biochemistry in Rela- 
tion to Medicine. Second edition. 1953. 

Clark, G. W.: A Vitamin Digest. 1953. 

== F.: Familial Nonreaginic Food-allergy. Third edition. 

Colyer, J. F., and Sprawson, E.: Dental Surgery and Pathology. 
Ninth edition. 1953. 

Conn, H. J.: Biological Stains. Sixth edition. 1953. 

Cowdry, E. V.: Laboratory Technique in Biology and Medicine. 
Third edition. 1952. 

Dale, A.: Introduction to Social Biology. 1953. 

Danielli, J. F.: Cytochemistry: A Critical Approach. 1953. 

— L.: Principles of Neurological Surgery. Fourth edition. 

Degos, R., and Lortat-Jacob, E.: La Dermatologie. Quatritme 
édition. 1952. 

Dénier, A.: Les Ultra-sons Appliqués 4 la Médecine. Deuxiéme 
édition. 1952. 

Dominici, G.: Le Malattie del Fegato e delle Vie Biliari. Seconda 
edizione. 2 volumes. 52. 

Dominici, G., and Furbetta, D.: Fisiopatologia e Clinica della 
Acloridria e degli Stati Ipocloridrici. 1953. 

Dreyfus, J. R.: Saéuglings- und Kleinkindpraxis fiir Nichtspezial- 
isten. 1953. 

Dubos, R. J. (Editor): Bacterial and Mycotic Infections of Man. 
Second edition. 1952. 

Dujmusic, S.: Operative Thorakoskopie. 1953. 

Exner, R.: Lehrbuch der spirometrischen Analytik und Diag- 
nostik. Zweite Auflage. 1952. 

Federhen, L. (Editor): Der Arzt des éffentlichen Gesundheits- 
dienstes 1952. 1952. 

Ferner, H.: Das Inselsystem des Pankreas. 1952. 

Garland, H. G., and Phillips, W. (Editor): Medicine. 2 volumes. 
1953. 

Garlick, P. L.: Man’s Search for Health: A Study in the Inter- 
relation of Religion and Medicine. 1952. 

Gilbert, J. G.: Understanding Old Age. 1952. 

Goldberger, E.: Unipolar Lead Electrocardiography and Vector- 
cardiography. Third edition. 1953. 

Goldthwait, J. E., et al.: Essentials of Body Mechanics in Health 
and Disease. Fifth edition. 1952. 

Gottschick, J.: Die Leistungen des Nervensystems. 1952. 

Hansel, F. K.: Clinical Allergy. 3. 

Harpole, g.3 A Surgeon’s Heritage. 1953. 

Harvey, W. C., and Perry, H. A.: Food Hygiene Handbook. 
1953. 

Heron, W. T.: Clinical Applications of Suggestion and Hypnosis. 
Second edition. 1953. 

Herrmann, G. R.: Diseases of the Heart and Arteries. Fourth 
edition. 1952. 

Iason, A. H.: Gastric Cancer. 1953. 

Ingle, D. J., and Baker, B. L.: Physiological and Therapeutic 
Effects of Corticotropin (A.C.T.H.) and Cortisone. 1953. 

Ivanov-Smolenskij, A. G.: Nacrty Patofyziologie Vyssej Nervovej 
Cinnosti. 1952. 

Levitt, W. M.: Handbook of Radiotherapy for Senior and Post- 
graduate Students. 1952. 

Munoz Fernandez, E., and Mundo Fuertes, A.: El Bazo y sus 
Funciones. Tomo I. 1952. 

Nettleship, A.: Basic Principles of Cancer Practice. 1952. 

New York Academy of Medicine: Disorders of the Circulatory 
System: A Symposium edited by R. L. Craig. 1952. 

Sharpe. W.: Brain Surgeon: The Autobiography of William 
Sharpe. 1953. 

Svec, F.: Farmakodynamika Liekov so Stranky Experimentalnej a 
Klinickej. Diel I. Nervova Sustava. 1953. 

Warembourg, H., and Graux, P.: Pathologie et Structure Pul- 
monaires. 1953. ; 
Wiener, M., and Scheie, H. G.: Surgery of the Eye. Third 

editio.. 1952. 


H.M. Forces Appointments 








ROYAL NAVY 


Surgeon Captains E. C. Davis and J. M. Sloane have retired. 
Surgeon Commander E. J. K. Weeks has retired. 
Surgeon Lieutenant-Commander R. R. B. Baxendine has retired. 


RoyaL NAVAL VOLUNTEER RESERVE 
Surgeon Lieutenant-Commanders R. R. Prewer, V.R.D., and 
C. W. B. Woodham, V.R.D., have retired. 
Acting Surgeon Lieutenant-Commander D. C. G. Bett to be 
Surgeon Lieutenant-Commander. 


ROYAL ARMY MEDICAL CORPS 


Lieutenant-Colonel G. M. Curtois has retired with a gratuity. 

Majors J. B. Plews | and J. F. D. Murphy to be Lieutenant- 
Colonels. 

Short Service Commissions.—Maijor C. A. G. Duffy has retired 
with a gratuity and has been granted the honorary rank of 
Lieutenant-Colonel. Captain N. L. Paros has retired with a 
gratuity and has been granted the honorary rank of Major. 

Short Service Commission (Type “ B”’).—Captain H. M. 
Ansari has retired with a gratuity and has been granted & 
honorary rank of Major. 


REGULAR ARMY RESERVE OF OFFICERS 


Colonel J. H. C. Walker, late R.A.M.C., having attained the 
7 limit of liability to recall, has ceased to belong to the Reserve 
fficers. 


ARMY EMERGENCY RESERVE OF OFFICERS 
RoyaLt ARMY MEDICAL Corps 


Major J. A. Ross, M.B.E., from R.A.R.O., to be Major, 
and has been granted the acting rank of Lieutenant-Colonel. 

Captain S. G. Owen, from Army Emergency Reserve of 
Officers, National Service List, to be Captain, and has been 
granted the acting rank of Maior. 

Lieutenants — Substantive Captains) G. Crockett and 

F. S. Mooney, from Emergency Commissions, to 3. Captains, and 
a. been granted the acting rank of Major. 





Association Notices 





FORMATION OF NEW WEST LOTHIAN 
DIVISION 


Notice is hereby given by the Council of the Association to 
all concerned that the Lothians Division has been reconsti- 
tuted into two separate Divisions as follows : 


(a) East and Mid Lothian Division comprising the Counties of 
East and Mid Lothian. 
(6) West Lothian Division comprising the County of West 


Lothian. 
A. MACRAE, 
Secretary. 


Diary of Central Meetings 


SEPTEMBER 
17 Thurs. General Medical Services Committee, 10.30 a.m. 
23 Wed. Rehabilitation Committee, 10.15 a.m. 
2% Wed. Arbitration Machinery Committee, 2 p.m. 
24 Thurs. Otolaryngologists Group Committee, 2 p.m. 
29 Tues. —. Subcommittee, Organization Committee, 


2p 
30 Wed. Gastotionel Health Committee, 11 a.m. 
OcTOBER 
2 Fa. Joint Committee of B.M.A. and the Magistrates” 
Association, 11 a.m. 
2 ‘Fri. Registrars Group Council, 2 p.m. 


14 Wed. Transport Medical Standards Subcommittee, 
Occupational Health Committee, 2.30 p.m. 

23. «Fri. Library Subcommittee, Science Committee, 
11.30 a.m. (postponed from September 25). 

23. «*#F ri. Science Committee, p.m. (postponed from 
September 25). 


Branch and Division Meetings to be Held 


SoutH Essex Division.—Sunday, September 20, 10.30 a.m. 
(a) At Oldchurch Hospital, Romford, o stetrical round : (b) at 
Victoria Hospital, Pettits Lane, Romford, medical round. 
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REVIEW OF FORCES M.O.s’ SALARIES 


SOME NEW ATTRACTIONS NOW 


The foliowing information has been released by the Ministry 
of Defence: 

The institution of the National Health Service in the 
United Kingdom has led to appreciable changes in the 
structure of professional practice in the medical profession 
in this country. At the same time, the medical services of 
the armed Forces are faced with considerable problems. 
The current trend of recruiting for permanent regular com- 
missions is disappointing, and applications for these com- 
missions in the medical branches have steadily declined 
over recent years. Although considerable numbers of newly 
qualified doctors due to perform their two years’ national 
service are available for the Services, their service with the 
Forces is naturally at the beginning of their career, when 
they have not yet had time to acquire the experience of the 
average practising doctor. There is also a pronounced 
shortage of specialists, more especially in the Army and 
Royal Air Force. 

The Government believes that the problem of providing 
medical and dental services for the armed Forces now re- 
quires thorough examination in all its aspects. It has there- 
fore decided to set up a small independent committee of not 
more than five members to advise it on this matter. The 
terms of reference will be: “ To review the arrangements for 
providing medical and dental services for the armed Forces 
at home and abroad in peace and war ; and to make recom- 
mendations.” 

Lord Waverley has agreed to act as chairman, and the 
names of the other members will be announced Iater. 


Interim Increases 

The examination of the problem by Lord Waverley’s com- 
mittee will take some time, and the Government has there- 
fore decided to give effect to certain immediate steps which 
it is hoped will result in increased numbers of medical men 
being attracted to make a career in the Services. They 
come into force on October 1 next. 

These steps fall into two main categories: increases in 
emoluments, and other administrative measures affecting 
conditions in the medical branches of the Services and de- 
signed to widen their appeal to potential recruits. 

Improved rates of pay are to be granted to medical officers 
in the middle ranks—that is, major to brigadier (and the 
equivalents in the other Services). The increases range 
from about £90 a year for a major on first appointment to 
about £240 a year for a brigadier. The specialist pay given 
to senior specialists in the Royal Navy and Army has been 
increased to about £220 a year: specialists in the Royal Air 
Force will receive corresponding advantages by accelerated 
promotion. In addition to these improvements in pay it has 
been decided, as a temporary measure, to introduce a perma- 
nent commission grant of £1,500 (taxable). This will be 
paid in future to officers granted permanent commissions, 
payment being subject to the completion of one year’s 
satisfactory service as a medical officer on any type of 
commission. 


New ‘provisions in the second category include the 
following: 

(a) There will be a considerable number of posts for retired 
officers of the medical branches whose services can be effectively 
used in less active jobs, so as to release younger men for the more 
active ones. 

(b) All doctors seeking a permanent career in the Royal Army 
Medical Corps will be given the opportunity of taking a regular 
commission on entry, instead of, as hitherto, being required first 
to take a short-service commission. 

(c) Late entrants to the medical branches of all three Services, 
whether on permanent or short-service commissions, will have 
their seniority as officers antedated, according to their civil 
experience, up to a maximum of seven years. 

(d) The scheme already in operation in the Royal Air Force, 
for the grant of three-year short-service commissions to doctors 
with a national service liability, will be extended to the Army. 


Dental Services 

In the dental branches, closely comparable arrangements 
are being adopted. The increases in pay will range from 
about £80 per annum for a major on promotion to about 
£230 per annum for a brigadier. In addition, it has been 
decided, as a temporary measure, to introduce a permanent 
commission grant of £1,250 (taxable). This will be paid 
in future to officers granted permanent commissions, pay- 
ment being subject to the completion of one year’s satis- 
factory service as a dental officer on any type of commission. 

[See leading article in Journal at p. 667.) 








THE ASSOCIATION AND PUBLIC HEALTH 


Dr. H. K. Cowan was re-elected to the chair of the Public 
Health Committee at the first meeting of the new session on 
September 11. Considerable changes have taken place in 
the personnel of the Committee ; seven new members were 
introduced, and three others were proposed for co-option to 
secure the representation of otherwise unrepresented classes 
of experience. 


Future of Occupational Health Services 

The Committee again addressed itself to the memorandum 
prepared by the Occupational Health Committee on the 
future of the occupational health service. It was reminded 
that the Representative Body had agreed in 1949 that the 
Ministry of Health was the appropriate central authority to 
plan and supervise an occupational health service. The desir- 
ability of stimulating the interest of local authorities in such 
a service was stressed by members. 

It was agreed to transmit the views of the Committee to 
the Occupational Health Committee, and to emphasize the 
need for the public health service, together with the other 
branches of the profession, to play an increasingly important 
part in the development of an occupational health service. 


Scales of Remuneration 
A full report on the implementation of the Industrial 
Court Awards, together with a note on the appeals which 
had been notified under the Whitley machinery yo 
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Circular No. 12), was received. Only in one case had the 
authority concerned refused to accept the agreed ruling of a 
regional appeal committee. 

A report was made by the Chairman regarding the depu- 
tation which had been’ received by the Minister of Health 
and Local Government, Northern Ireland, to discuss the 
establishment of appeals machinery in Northern Ireland for 
the medical profession. It was also reported that the dispute 
regarding the status and remuneration of divisional medical 
officers in County Down had been discussed but not solved. 
The Chairman stated that after consultation with the Chair- 
man of Council it had been decided that the matter should 
now be reported as a dispute for arbitration as already 
approved by Council. 

A.R.M. Resolutions 


The Committee considered a number of resolutions of the 
recent Annual Representative Meeting which bore on public 
health matters. On the resolution calling for the establish- 
ment of geriatric units in which the various authorities caring 
for the aged could co-ordinate their efforts under the guid- 
ance of an experienced physician, it was pointed out that this 
was a social as well as a clinical problem. It was felt 
that this was a matter which should receive detailed con- 
sideration by the three main branches of the profession, and 
it was agreed to request the Liaison Committee of the 
General Medical Services and Central Consultants and 
Specialists Committee that two representatives of the Public 
Health Committee might attend when this matter is under 
discussion. 

The important resolution passed by the Representative 
Body dealing with the co-operation of general practitioners 
and health visitors was discussed and welcomed, and the 
Committee agreed to recommend to the General Medical 
Services Committee that a small joint subcommittee of the 
two committees be set up to consider and to report on this 
matter. 

A further resolution, that dealing with vaccination in 
infancy, was accepted, and the Committee is recommending 
certain action to the Council. 

An important resolution regarding arbitration machinery 
was discussed and certain suggestions for the action to be 
taken were agreed, these suggestions to be placed before the 
Arbitration Machinery Committee, which is meeting on 
September 23. 

A further matter arising out of the discussions at the 
Annual Representative Meeting was the question of the 
definition of the term “ Public Health Service Member.” A 
revised definition was approved by the Annual Representa- 
tive Meeting, 1953, but at that meeting the Chairman of the 
Public Health Committee had given an undertaking that the 
question of the retired public health service medical officer 
would be reconsidered. After a full discussion it was agreed 
to recommend to Council that there is no necessity to alter 
the present definition as approved by the Annual Representa- 
tive Meeting and that, in the view of the Public Health 
Committee, the public health service members of Council 
should be in active practice and should continue to be 
elected by their colleagues in the public health service who 
are also in active practice. 


Guillebaud Committee 


It was agreed to hold a special meeting of the Public 
Health Committee on November 13 to consider the prepara- 
tion of evidence to be submitted to the Association’s Evi- 
dence Committee with special reference to those matters 
directly related to the public health service. 


Vaccination Records 


In one or two areas, according to information already dis- 
cussed by the General Medical Services Committee, local 
authorities have suggested the discontinuation of the pay- 
ment of fees for records of successful vaccination in the 
case of adults. The G.M.S. Committee had expressed 
anxiety that the agreement which had been in force for 
many years was now being breached by unilateral action. 


The Public Health Committee, after studying the corre- 
spondence, felt that there had been no breach on the part 
of the Ministry in this matter, but hoped that the G.M.S. 
Committee would discuss the matter further with the 
Ministry if in fact some local authorities were not observing 
the agreed arrangements. 


Other Business 


Other items on the agenda which received the detailed 
attention of the Committee dealt with the Occupational Re- 
settlement of Tuberculous Persons, the Domiciliary Nursing 
of Tuberculous Patients, Ministry of Health Circular 18/53 
dealing with the subject of Cancer Education, and Circular 
R.H.B.(53)75 dealing with the Treatment of Poliomyelitis in 
Hospitals. 

Superannuation 

During the afternoon the meeting resolved itself into a 
joint meeting with the Compensation and Superannua- 
tion Committee and was joined by Dr. A. N. Mathias 
(chairman) and other members to consider the draft Local 
Government Superannuation (Benefit) Regulations, 1953, as 
compared with the provisions of the Local Government 
Superannuation Act, 1937, and the National Health Service 
Superannuation Regulations, 1950. 

The Association has already had an opportunity of con- 
sidering the Act under which these regulations will be made, 
and is satisfied on-the major issues. Certain of the draft 
regulations call for clarification, and the Joint Committee 
is also putting forward certain comments on detail. A full 
report will be made to the Council when replies on these 
points have been recéived from the Ministry. 


The Defence Trust Fund 
A formal meeting of the Trustees of the Public Health 
Service Defence Trust was held for the business of 
appointment of officers and reception of reports. 
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Diary of Central Meetings 


SEPTEMBER 


23 Wed. Rehabilitation Committee, 10.15 a.m. 

23 Wed. Arbitration Machinery Committee, 2 p.m. 

24 Thurs. Otolaryngologists Group Committee, 2 p.m. 

29 Tues. —— ubcommittee, Organization mmittee, 
p.m. 

30 Wed. Occupational Healih Committee, 11 a.m. 

30 Wed. Consulting Pathologists Group Committee, 2 p.m. 

30 Wed. Consulting Pathologists Group, 4.30 p.m. 


OCTOBER 

Fri. Joint Committee of B.M.A. and the Magistrates’ 
Association, 11 a.m. | 

Fri. Registrars Group Council, 2 p.m. 

Wed. Private Practice Committee, 11.30 a.m. 

Tues. Joint Formulary Committee, 2 p.m. 

Wed. Transport Medical Standards Subcommittee, 
Occupational Health Committee, 2.30 p.m. 


N 


—— 
Pawan 


Branch and Division Meetings to be Held 


BOURNEMOUTH Division.—At Royal Victoria we Bos- 
combe, Friday,, September 25, 8.15 p.m., meeting. Address by 
Dr. G. Chesney: “ Poliomyelitis—Past, Present, Future.” 

NortH BEDFORDSHIRE Division.—At Bedford General Hospi- 
tal, Wednesday, September 23, 8.30 p.m., joint clinical meeti 
with Bedford Medical Society. Short film on “ Toxoplasmosis.” 

NortH STAFFS Division.—{1) At North Staffordshire Royal 
Infirmary, Hartshill, Stoke-on-Trent, Thursday, September 24, 
3.45 p.m., Golden Jubilee Celebrations. B.M.A. lecture by Mr. T. 
Holmes Sellors : ‘* Diagnosis and Treatment of Cancer of the 
Lung” (2) At North Stafford Hotel, Stoke-on-Trent, Thursday, 
September 24, 6.30 for 7 p.m., Jubilee Dinner. 

SOUTH-EAST Essex Division.—At Southend General Hospital, 
Friday, September 25, 8.30 p.m. Election of Chairman and 
Chairman-Elect ; Dr. J. A. Scott (medical officer of health, Lon- 


don County Council): ‘‘ Developments in the Field of Public . 


Health.” 
SouTH STAFFORDSHIRE Division.—Saturday, September 26. 
Visit to Shakespeare Memorial Theatre, Stratford-on-Avon. 
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A REVIEW OF GENERAL PRACTICE, 1951-2 
REPORT OF THE GENERAL PRACTICE REVIEW: COMMITTEE 


From time to time the Council of the British Medical Association appoints special committees, the reports of 
which are subsequently “ ordered by the Council to be printed.” This does not mean that such reports have 
been subjected to detailed scrutiny and revision by the Council and are to be regarded as representing its views 
on the matters with which they deal. What is meant is that the Council, having received a report of an expert 
committee, has deemed it worthy of publication as a record of the findings and recommendations of a group of 
persons chosen because of their special competence in a particular field. The present report is not a report of 
the Council. It is a report “ ordered by the Council to be printed.” The conclusions in it are the conclusions 
of the committee which drew it up. The Council of the Association acknowledges with gratitude the laborious 
and enthusiastic work of the chairman, members, and staff of the committee responsible for this report, and 
the sincere and illuminating account written by Dr. Stephen Hadfield of the personal investigation which he 





conducted. 


INTRODUCTION 


In the summer of 1950, when the National Health 
Service had been in operation for two years and the 
British Medical Association’s report on “ General 
Practice and the Training of the General Practitioner ” 
had just been published, the Council decided that an 
authoritative review of the actual conditions of general 
practice should be undertaken. For this purpose it 
appointed a Special Committee “to review the present 
position in general practice, its difficulties and its trends, 
both generally and with reference to the two years’ 


experience of the National Health Service Acts, and 


to the B.M.A. report on ‘General Practice and the 
Training of the General Practitioner,’ and to make 
recommendations.” The membership of the Com- 
mittee is shown on the following page. 

The Committee’s preliminary discussions showed that, 
if the results of its review were to have significant value, 
it must make its inquiries on a large scale, and, further, 
that it must seek its information from general practi- 
tioners themselves—from the men and women in prac- 
tice whose voices might not otherwise be heard. The 
Committee accordingly decided to invite assistance in its 
task from the whole body of general-practitioner princi- 
pals in the National Health Service and in private 
practice. 

On the advice of Professor A. Bradford Hill, of the 
Department of Medical Statistics at the London School 


E. A. GREGG, 


Chairman of Council. 


of Hygiene and Tropical Medicine, a small sample of 
general-practitioner principals was drawn at random for 
a field survey, and the remainder, divided into groups 
of 500, were communicated with by post. The table 
printed on the next page shows the classification of 
general-practitioner principals by age and type of 
practice. The Committee is very grateful for Professor 
Bradford Hill’s help in the initial sampling procedures. 

The practitioners who came into the field survey were 
visited personally by Dr. Stephen Hadfield, an Assistant 
Secretary of the Association who had been in general 
practice until 1948, and these provided material for an 
objective detailed study of a small number of practices. 
Dr. Hadfield’s survey is published in the opening pages 
of this week’s Journal. From the results of the postal 
inquiry (see Supplement, p. 105) there has been obtained 
a broad, though subjective, picture of the views of the 
general body of practitioners. The preparation of the 
questions put to the general practitioners and the inter- 
pretation of the results of the inquiry were the concern 
of the Committee itself. 

It will be seen from the reports of the field survey and 
of the postal inquiry that the Committee covered a wide 
range of topics to ensure that its review was complete. 
On the whole the verdicts of both reports agree fairly 
well, though there are certain discrepancies. On some 
topics the investigator was able by personal questioning 
to obtain a more precise answer, while the replies to the 


postal inquiry must bear a broader interpretation. More- 
2540 
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Analysis of N.H.S. General-practitioner Principals 






































Total No. of N.H.S. Principals . . 7 he 
No. selected for visits (with reserves) .. 
No. invited to answer Postal Inquiry .. 17,6 
Total response to Postal Inquiry 12 $37 (72%) 
Field Postal 
Bi Survey Inquiry 
Class Description Total (Practi- (Practi- 
No tioners tioners 
| Visited) Rep!ying) 
Age Group Practice No SiMe (Xi Re TS 
1 25-39 Urban single- 
handed 1,477 8 12 6 862 7 
2 40-59 ie “ 3,845 | 21 32 17 | 2,507 | 20 
3 60 and over - o0 1,116 6; 10 5 699 6 
4 25-39 Urban part- 
nership 2,451 | 14} 32 17 | 1,582 | 12 
5 40-59 »» %» 3,327 | 19 | 34 18 401 | 19 
6 | 60 and over * % 668 | 4 9 5 4 
7 25-39 Rural single- 
handed 493 | 3 7 4 364} 3 
8 40-59 ~ oe 1,298 | 7 16 8 | 1,027] 8 
9 | 60 and over 9» o 361 2 3 2 272 | 2 
10 25-39 Rural part- 
nership 1,060 | 6 7 4 899 | 7 
11 4 es - 1,494 8] 17 9 | 1,320} 10 
12 | 60 over 9» oe 326 | 2 9 5 277 | 2 
4 Totals .. |17,916 |100 | 188 100 | 12,657 |100 





























over, the field survey was objective, while the replies to 
the postal inquiry are subjective and more coloured by 
personal views, or even by the doctor’s mood when he 
gave his answer. In reviewing the reports the Com- 
mittee has been careful to avoid the conclusion that 
because a majority make no complaints on a particular 
matter all is well. The nature of complaints made by 
a minority has been carefully studied, in case the absence 
of complaint by the majority indicates an uncritical 
acceptance of a position which examination proves to 
be contrary to the interests of good medicine. 

Having considered the two reports and other evidence, 
the Committee submits its own observations and recom- 
mendations (see Supplement, p. 131). In general, its 
object has been to compare the conditions and standards 
of general practice at the present time with the ideas set 
out in the Association’s report on “ General Practice and 
the Training of the General Practitioner,” 1950, which, 
for the sake of brevity, is referred to as the “ Cohen 
Report.” It has found that a high proportion of general 
practitioners are doing good work, but many of them 
are handicapped in various ways, more especially by 
the lack of personal contact with consultants and hospi- 
tal services. The Committee’s recommendations are, in 
general, designed to secure for the practitioner all the 
facilities and contacts he needs if he is to exercise his 


capacity to the full and to provide the best possible 
service for his patients. 

The Committee wishes to draw the attention of the 
Council to one aspect of its research which it believes 
has proved of especial, though somewhat intangible, 
value. The very nature of the field survey demanded 
that an official of the Association should visit and dis- 
cuss problems with members of the profession who are 
normally remote from the activities of professional 
bodies. It feels that much knowledge was gained on 
both sides, and understands that several practitioners, 
especially in the remoter areas, were very gratified that 
they should be thus visited. 


Acknowledgments 

The Committee wishes to place on record its grateful 
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Hadfield, and the 12,879 practitioners who, by replying to 
the questions put to them, enabled the views of such a 
large proportion of the profession to be assembled. The 
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as well as to the other consultants who replied to specific 
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thanks for the general practitioners who allowed their 
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It wishes to record its gratitude to its Secretary, Dr. S. J. 
Hadfield, who combined the labour of a Hercules with the 
wisdom of the Serpent, and whose enthusiasm and tact 
made it possible to complete both the Field Survey and the 
Report in reasonable time. 

It is most deeply indebted to all those at B.M.A. House 
—the invaluable Miss Saxby, the secretaries, the typo- 
graphers, and those in the card index and filing depart- 
ments who worked long hours and who responded to the 
many and varied calls made on them by the Committee to 
make the Report as complete and accurate as possible. 

That this Report has been achieved shows that unity of 
purpose in the profession is not only desirable but also 
practicable. 
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D. M. HuGues, M.B., B.Ch., General Practitioner, St. Clears, Carmarthen. 
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Reigate, Surrey. 
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A POSTAL INQUIRY AMONG 12,879 GENERAL-PRACTITIONER 
PRINCIPALS, JULY, 1951 


METHOD OF INQUIRY 


When the sample of general-practitioner principals in the 
National Health Service required for the Field Survey 
had been drawn, there remained 18,346 who were invited 
to co-operate in the Postal Inquiry. These were divided 
so far as possible into groups of 500. Between the count- 
ing of the groups and the issue of the questions there 
were losses due to death, retirement, etc., giving a final 
figure of 17,616 practitioners from whom replies could 
have been received and reducing the sizes of the groups 
to between 468 and 489. 

The Committee drew up a long list of questions, and 
each group was asked two of them, though some ques- 
tions contained more than one part. The question papers 
were issued on July 12, 1951,* and the total number of 
practitioners who replied was 12,657, or 72%. A detailed 
classification of these is shown in the Table below. 

In addition, 398 private general practitioners were 
divided into groups of 22 or 23, and each group was 
asked two questions appropriate to private practice. The 
number who replied was 222, or 56%. 

In erder that practitioners might feel free to make any 
comment they wished, each was given a serial number ; 
no names appeared on the question forms, nor were they 
available to the Committee. 

The report prepared for the Committee covered 230 
typed foolscap pages and included full statistical tables. 
It is not possible, for reasons of economy, to print the 
whole of it, but it is believed that the summary in the 
following pages will indicate the scope of the inquiry and 
the character of the response to each question. 


Analysis of N.H.S. Practitioners Replying to at Least One 





















































Question 
Description | 
os | No in % of 
- Age Group | Practice | Class Total 
1 25-39 Single-handed urban | —-862 
2 40-59 és ao 4 2.507 20 
3 60 and over pa 699 6 
4 25-39 Partnership nN 1,582 12 
5 40-59 po —— 2,491 19 
6 60 and over - a4 447 4 
7 5-39 Single-handed rural 364 3 
8 40-59 ‘és on 1,027 8 
9 60 and over o.. a. a 272 2 
10 25-39 Partnership . 899 7 
11 40-59 i - | 1,320 10 
12 60 and over i + 277 2 
| 12,657 100 
Types of Practice 
No. y 4 
Town practitioners 8,498 67 
Country ‘ 4,159 33 
12,657 100 
Single-handed practitioners 7 a ie 5.731 45 
Practitioners in partnership , aa 6,926 55 
12,657 100 
Age Groups 
No % 
25-39 3,707 29 
40-59 7,255 57 
60 and over 1,695 14 
12,657 100 





* This was before the announcement of the Danckwerts award 
and the subsequent improvements in the conditions of service for 
general practitioners in the National Health Service. 


_IL. THE RANGE OF GENERAL PRACTICE 
1. Continuity of Care 


One group of general practitioners were asked ques- 
tions about their arrangements for providing continuous 
care for their patients. The answers of the 357 (75% 
of the group) doctors who replied show that, in general, 
patients are attended by their own doctor personally, 
though there is a certain amount of overlapping between 
a practitioner and his assistant or between partners. 
Among those in partnership 68% state that, over a 
period, a patient may be attended by more than one 
doctor, but 59% also state that during the course of any 
one illness the patient will be attended by one doctor 
only. 

Almost 70% of those doctors who were in practice 
before July, 1948, have not made any change in their 
methods in this respect on account of the introduction 
of the N.H.S. Five, however, stated that their partner- 
ship had been compelled, owing to increased work and 
longer surgeries, to “ regionalize”’ their visiting-lists so 
that patients living in a particular district would be visited 
by a particular partner. “ If one of us works on any one 
day to the north of the town, the other partners’ cases 
in this area are seen by him. Bad for medicine, but 
what else can one do?” Three doctors commented 
that patients no longer expected a particular doctor. 


2. Health Education and Preventive Medicine 


Of the 338 general practitioners who replied to a 
question on this subject 50% stated that they take a real 
interest in this aspect of their practice ; 43% give advice 
or inoculations when asked, but take no very positive 
steps in the matter of health education. Sixty-five prac- 
titioners, including 35 who classified themselves as keen 
on this work, commented upon the lack of time for 
health education in the N.H.S. This was the main 
adverse effect of the N.H.S. referred to in this connexion. 
Others among the 31% who thought the N.HLS. had had 
a bad effect mentioned the “ mass introspection induced 
by a free service, and the lack of co-operation on the 
part of local health and school authorities.” An urban 
doctor found that his discouragement came from his 
colleagues. He specified as a “bad effect” of the 
N.H.S.: “ Less time to talk to patients, less energy to 
organize informal discussions and meetings. Fear of 


‘criticism by colleagues and executive if such meetings 


are organized.” 


3. Treatment of the Patient as an Individual 


A group of practitioners were asked whether the 
N.H.S. had had any effect on their ability to get to 
know and treat their patients as individuals in the sense 
of paragraph 25 of the Cohen Report, which reads: 
“In order to arrive at an accurate diagnosis and to 
prescribe effective treatment: the general practitioner 
must have regard to the ‘totality’ of his patient, his 
distinctive personality, his home environment, his 
occupation, his emotional make-up, his earlier medical 
history, and the rest. The doctor will consider the 
patient’s illness in this background and perspective, for 
without this knowledge an illness may present diffi- 
culties in diagnosis and inappropriate treatment may be 
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prescribed.” Of the 312 practitioners who replied, 38% 
state that the N.H.S. has had no effect, but another 
38% (or 43% of those who were in practice before 
July, 1948) feel that they are not now able to give such 
full regard to the individual “ totality” of each patient 
as they would wish. The reasons given most frequently 
are the great increase in work and the demands for 
medical treatment for trivial conditions, which leave 
insufficient time for the thorough investigation of 
patients who need it and for becoming acquainted with 
the background of each patient. One doctor sums up 
in the following way the views expressed by many: 
“Too many patients per day ——> less time per patient 
—- no doctor-patient relationship ——> inadequate 
history, no explanation, no thought, no reading, ——> 
no diagnosis. Inadequate remuneration ——> under- 
current of dissatisfaction, little incentive ——> poor 
work.” 

Two factors were mentioned by several doctors as 
being partly responsible for denying to the general prac- 
titioner the opportunity of treating his patient as an 
individual. The first was the view held by many 
patients of the function of the general practitioner. 
They regarded the doctor as being there to sign certi- 
ficates, to give prescriptions, to “sort” cases, and to 
give letters for hospital consultations. The other 
factor was the attitude of hospital staff towards general 


. practitioners and the absence of liaison. This led, it 


was felt, to a lowering of the status of the general prac- 
titioner both professionally and in the eyes of patients. 
The complaint is illustrated by the following reply: 
“ Any investigation requires the patient to be sent to a 
specialist, and if I am lucky I get a brief note after a 
considerable time telling me what the specialist thinks. 
If investigations are prolonged I am still responsible for 
the patient, and if anything acute arises I am quite 
unaware of what has been excluded by investigation.” 

The N.H.S. was considered to have had a good effect 
on this aspect of practice by 9% of the group who were 
in practice before July, 1948. They gave as a reason 
the earlier attendance of lower-income patients, which 
enabled the doctor to know the patient and to prescribe 
freely. 

4. Diagnosis 

Paragraph 26 of the Cohen Report described the 
function of the general practitioner in connexion with 
diagnosis. A group of doctors were asked what effect, 
if any, the introduction of the N.H.S. had had on their 
ability to exercise responsibility for diagnosis. Of the 
367 who replied, 42% stated that the N.H.S. had had no 
effect, and 42% that it had had an adverse effect. 

Most of the “ good effects” observed by 9% related 
to the more easily available hospital services and 
domiciliary consultations. One doctor wrote: “I am 
now able to exercise a ‘ watching brief’ without finan- 
cial loss to my patients. Patients attend at an earlier 


stage of the illness, they attend more frequently, and . 


I am able to make a thorough study of my practice. I 
find that intimate knowledge means better ability to 
diagnose any particular patient.” 

The “good effects,” however, were greatly out- 
numbered by the bad. Two-thirds of those practitioners 
who replied “bad effect” referred to lack of time or 
the heavy demands for treatment for trivial ailments. 
The haste necessitated by crowded surgeries was said 
to induce mental fatigue and strain, diminish alertness 
of mind, and cloud clinical judgment. This led to a 


tendency to “spot diagnosis” and to the reference to 
hospital of any cases requiring much thought. One 
doctor had had 40 patients in his surgery on the day he 
replied to the question and had been able to devote not 
more than three minutes to each. 

A summary of the effect of lack of time and increased 
work is given by a young doctor in an urban partner- 
ship: 

“1. The incredible amount of work one has to cram into 
24 hours makes it impossible to examine people properly. 
This means that: (a) I have to jump to conclusions, and 
therefore may and do make errors which I would not other- 
wise have made. (b) I refer patients to hospital without 
having properly investigated them first. (c) I tend to con- 
gratulate myself on the speed with which I can polish off 
large surgeries and waiting-lists and not on any clever diag- 
nosis or considered line of treatment. (d) I fight shy of 
treating a long-drawn-out case or a serious one if I feel I 
can get it into hospital. I just cannot fit them in. (e) I 
completely shun all minor surgery that I can get out of. 
Again, I just cannot find the time. (f) I cannot study the 
journals as I would like. 

“2. The patient’s attitude to me as a doler-out of cough 
mixtures, etc., and a pointer to hospital out-patients.” 


5. Minor Surgery 

Of the 336 practitioners who replied to a question 
concerning their attitude towards minor surgery which 
is within the range and competence of a general prac- 
titioner, about 50% were anxious to undertake this 
work. Half of them also said that the introduction of 
the N.H.S. had had a bad effect on general practice, 
the main reasons being lack of time on account of 
increased work and the patients’ expectation that minor 
surgical operations would be performed in hospital. 

Seven practitioners complained that they were now 
deprived of opportunities for performing minor surgery 
in the local cottage hospital, and one that it was now 
difficult to make arrangements there owing to the 
increased number of consultants’ sessions held. Another 
was unable to continue his fracture work as the local 
x-ray department had been closed. On the other hand, 
14 doctors stated that they still undertake minor surgery 
in local or cottage hospitals. One of the latter added 
that, as his remuneration for hospital work was 
inadequate, the time spent on minor surgery was a 
financial loss. 

The attitude of 22 doctors towards undertaking minor 
surgery is affected by the absence of extra remuneration 
which would provide an incentive. An urban practi- 
tioner in the middle-age group gives his view as 
follows : 

“ Before the Health Service, we did all our own minor 
surgery, including the reduction and putting up of fractures 
of the smaller bones. We had an immediate x-ray service 
kindly supplied by the local dental surgeon. 

“ Now, we refer most of it to hospital, retaining only 
that which our own pride and Christian charity require 
that we do ourselves. 

“Why? Because we are not paid (1) for the skill needed, 
(2) for the responsibility of the job itself, or (3) for the 
responsibility of the aftercare. Even claims for the general 
anaesthetics so often needed are not popular with the 
‘keepers of the pool ’.” 

About 4% of those replying thought that the N.HLS. 
had improved the position, mainly by providing better 
facilities for minor surgery in the hospitals. One doctor 
said that the work would be better done in hospital 
because a general practitioner attempting it would be 
too hurried. 
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6. Information to Consultants 


It is noted in the Cohen Report that one of the duties 
of a general practitioner is to supply to consultants and 
specialists the fullest possible information about 
patients sent for an opinion or treatment. A group of 
practitioners were asked to describe their customary 
procedure in such cases. Of the 360 who replied, two- 
thirds write a short account of the history and their 
own findings, and 29% write a full letter giving details 
of the case, their own findings, and environmental 
factors. 

7. Non-medical Advice 


After enumerating the medical functions and respon- 
sibilities of the general practitioner, the Cohen Report 
adds a paragraph about the non-medical advice which 
patients frequently seek from their doctors. In order 
to ascertain the feelings of general practitioners on the 
matter, the Committee asked a group to indicate which 
of certain descriptions most appropriately defined their 
attitude towards the giving of non-medical advice to 
patients. Of the 348 who replied, 85% stated that they 
were prepared to give advice when asked, and regarded 
it as an incidental part of medical practice. 

Three doctors mention that it is sometimes necessary 
to give such advice as part of treatment without its 
being asked for by the patient. “ Non-medical advice 
is frequently given without it necessarily being asked 
for. Its need may not be appreciated by the patient till 
it is given. Conditions of work and environmental and 
social factors are often important in relation to psycho- 
logical aspects as well as physical. I would not regard 
this as necessarily non-medical if medicine is viewed in 
any but the narrowest aspects.” 


8. Special Interests 


In a group of 272 general practitioners 54% have 
some special interest within the scope of general prac- 
tice. The branch in which the greatest number of 
practitioners take a special interest is midwifery, 
followed by paediatrics, anaesthetics, and minor 
surgery. Only one-third of those with some such 
special interest are able to develop it, the chief reasons 
being lack of time and lack of access to hospital beds 
and facilities. 

9. Advances in Medical Knowledge 

The range and methods of general practice are neces- 

sarily influenced by the general advance of medical 


knowledge and by progress or change in other fields of 
medical practice. The Committee accordingly included 


a few questions designed to ascertain how such factors’ 


had affected general practice during the last five years. 
The first of these asked what effect, if any, advances in 
the science and art of medicine had had on the doctor’s 
practice. 

It is clear that general practitioners are deeply appre- 
ciative of the new means of treatment placed in their 
hands by the discovery of antibiotics and the advances 
in chemotherapy. They enable the doctor to control 
infection, to shorten the duration of illness, and to treat 
at home patients who would previously have been 
removed to hospital. As one doctor replied, “ One can 
now really treat disease. The day of the placebo is 
gone.” . 

Of the 301 practitioners who replied to the question, 
14% stated that advances in medical knowledge had had 
no effect on their practice, 63% a good effect, and 4% 


a bad effect; 11% felt that, from the point of view of 
their practices, the benefits of the progress of medicine 
were tempered by disadvantages. Four of them con- 
sidered that, while medical science had advanced, the 
art of medicine had declined. Two doctors expressed 
this more specifically by stating, as a “ bad effect,” the 
tendency of modern medicine, with its numerous 
investigations, to drive practice into the hospitals. 
Thirteen others mentioned this emphasis on the 
hospital as a bad effect. The remaining practitioners 
were unable to decide or gave an irrelevant answer. 

That modern therapeutic methods made more work 
for the general practitioner was the opinion of 14 
doctors, three of whom pointed out the time required 
for injections of penicillin and other drugs and for the 
sterilization of needles and syringes. One found that 
advances in medicine increased the number of patients 
coming for treatment, though they reduced the time 
required for each patient. The difficulty in the present 
conditions of general practice of finding time to keep 
abreast with advances in medical knowledge was men- 
tioned by five doctors, and one said that he had no 
time to apply the new methods. 


10. Increasing Specialization 


Nearly half the doctors replying to a question asking 
whether they thought that increasing specialization had 
any effect on their general practice answered in the 
negative. The good and the bad effects were almost 
equally matched. 

Most of the “good effects” concerned the new 
methods of treatment available, the higher degree of 
accuracy in diagnosis, and the readily available 
specialist advice. 

Four practitioners refer to the narrowness of the field 
of certain specialties and the effect of this on general 
practice. One doctor writes: “Some specialists are so 
highly specialized that they cannot recognize or corre- 
late facts which fall outside their own particular field.” 
Another finds it difficult to obtain a “ well-balanced ” 
opinion. The multiplication of specialties is found by 
four .doctors to retard diagnosis. They find, for 
example, that delays are caused by one specialist refer- 
ring to another, and that “ patients referred for simple 
matters, such as blood counts, find themselves encour- 
aged by physicians to embark on long mechanical 
investigations quite apart from the original query.” 

A desire for more general consultants is expressed 
by one doctor who finds that “ individual specialists are 
not interested in what might be termed ‘ alliéd ’ special- 
ties. This throws extra work on both the general 
practitioner and the patient. The problem might be 
solved by a group of specialists working as a team.” 
The multiplicity of specialties and what one practitioner 
called “ sub-specialists” leads some doctors to lack 
confidence in the opinions given. For example, a 
doctor who, however, replied, “ No effect,” wrote as 
follows: “I employ as I have been used such specialists 
of standing as I think proper for each case. It is be- 
coming more difficult to get a competent opinion in 
hospital owing to the numbers of specialists more or 
less in training. As regards the existence of clinics 
presided over by young doctors who confine themselves 
to part of a limited subject, these are not specialists and 
their existence is bad for the patients and worse for 
themselves, but they have not affected my work 
much.” 
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A “bad effect” is specified by a rural practitioner as 
follows: “When I send a patient to hospital to see a 
consultant, in 75% of cases the case is seen by a regis- 
trar, from whom I either learn nothing or am blinded 
by science which is often wrong. The patient is dis- 
gruntied at being seen by a young man.” 

Two doctors found that increasing specialization 
helped them to keep abreast of advances in medicine. 
One replied, ““ Work more interesting by cross-checking 
my diagnosis with the specialist’s, and so learning and 
by having to read to keep up.” The other replied, 
“Increasing contact, both personal and in correspon- 
dence, with good specialists has the effect of a con- 
tinuous postgraduate course.” 

The loss of access to the hospital in order to accom- 
modate the specialties is bound up with the effect of 
increasing specialization on the range and interest of 
general practice. Fifteen doctors referred to this in 
such terms as the following: “ The ever increasing sub- 
specialization of local teaching hospitals limits the 
scope of the G.P. Anaesthetics, minor surgery 
(occasional appendicectomy), fractures, psychiatry, 
midwifery and gynaecology were all in the day’s work. 
There is a different picture to-day.” ‘“ Narrowing of 
scope of work of G.P. with lessening of interest and 
responsibility—work in cottage hospitals curtailed—no 
anaesthetics, no assisting at operations, even minor 
surgery done by young specialists.” 

In the opinion of five practitioners increasing 
specialization results in the division of control of the 
case and in the general practitioner losing touch with 
his patient. Others feel that the limitation of the 
range of their practice by increasing specialization and 
the necessity for referring a large proportion of their 
cases to hospital through specialists reduces their pro- 
fessional status. ‘The general practitioner more or less 
runs a sorting office and has a mass of correspondence. 
He sees less actual treatment.” 

A “bad effect” mentioned by 24 practitioners is the 
demand by patients for a reference to a specialist even 
before the general practitioner has made his examin- 
ation or given an opinion. Three others state that there 
is an increased tendency on the part of patients to dis- 
trust the general practitioner’s judgment and to expect 
specialist investigation and treatment for comparatively 
trivial conditions. 


11. ‘The Public Health Service and the General Practitioner 


From time to time the effect on general practice of 
the activities of the public health service has been the 
subject of discussion in the Association. As this may 
affect the range of service which the general practitioner 
is able to provide for his patients, the Committee asked 
a group of general practitioners whether their practices 
had been affected during the last five years by any 
development or deterioration of co-operation between 
the public health service and the general practitioners 
of the area. About three-quarters of the 339 who 
replied did not think that it had any effect. Ten per 
cent. thought the position had improved and 10% that 
it had deteriorated. Most of the criticism related to 
the maternity and child welfare and school clinics. 


12. Public Education in Health 


The theme of the replies to the question about the 
effect on general practice of public education in health 
was that “a little learning is a dangerous thing,” the 


line being quoted by many practitioners. The question 
asked whether the effects, if any, on the doctor’s prac- 
tice were slight or marked. 


Of the 343 practitioners. who replied, 28% thought 
it had no effect, 47% a slight effect, and 20% a marked 
effect. Of 203 comments, 38 specified good effects and 
165 bad effects. Two practitioners who gave no opinion 
felt they could not give a reliable answer without 
making a special inquiry among their patients. One 
doctor considers that all health articles which deal with 
a specific disease are detrimental to the public morale, 
for “the lay mind is quite incapable of assessing the 
value” of such an article. He reports “a spate of 
cancer phobias” after a television health talk. Another 
refers to the television feature on slimming as “ deplor- 
able.” 


The difficulties of the general practitioner in dealing 
with patients who have been listening to radio health 
talks are illustrated by the comments of two doctors. 
“Has made consultations over illness, trifling and 
severe, more difficult because the patient’s mind is filled 
with the little he has gleaned from the ‘ education.’ He 
will, for example, show little faith in advice or treat- 
ment not mentioned in his ‘education.” “Some 
people become more nervous with regard to the various 
broadcast illnesses and themselves, and so visit the 
doctor unnecessarily. They place more stress, often, 
on what has been heard, especially in the way of treat- 
ment, than on what they are told by their doctor, and 
are inclined, therefore, when the two treatments differ 
to think they are not getting proper treatment from 
their own doctor.” 

The tendency to introspection and neuroticism is 
expressed as follows by one doctor: “ Many patients 
trot out knowledge, usually ill-digested or distorted 
with an added anxiety component, sometimes marked. 


_ Frequently the question, ‘What have you been reading 


or listening to ? ’ brings things back to a healthy plane. 
The more aggressive type will argue and insist, with 
logical thinking in marked abeyance. Frequently 
requests or even demands for treatments or investiga- 
tions selected by the patient follow the home-made 
diagnosis. In my opinion patients are becoming 
increasingly disease-minded and suggestible, and anxiety 
is increasing, largely attributable to matters read or 
listened to.” Another says that the “public is scared 
stiff about ‘ polio’ and reacts strongly to every pub- 
lication and report, however slight” ; and one gives as 
an example: “ After a television talk on poliomyelitis I 
saw a number of patients complaining of headache lying 
in bed thinking they had the disease.” The effect of 
Press articles during the influenza epidemic of 1950-1 
is described by a doctor with a large rural practice: “ The 
whole population became ‘jittery’ and our work in- 
creased by leaps and bounds. In fact, for two weeks the 
practice became almost unmanageable, with 90% of the 
patients only suffering from the common bronchial 
cold.” 

Demands for treatment or drugs read or heard about 
form a large proportion of the “ bad effects.” The follow- 
ing note from a doctor summarizes the attitude of patients 
of this type: “ A tendency on the patient’s side to suggest 
his or her own medical treatment—for example, Can 
I have penicillin or ‘ M. and B.’ ?—for complaints where 
it could not possibly be expected to help, such as chronic 
eczema. Requesting ‘sight tests’ (O.S.C.1) for every 
trivial headache, producing a feeling of lowered status 
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and inferiority in the general practitioner.” Several 
doctors refer to the facts that treatment with many of 
the drugs asked for is still in the experimental stage, that 
some of the drugs are not available for general use, and 
that treatments available in America are not available in 
this country. The general practitioner’s inability to pro- 
vide the drugs desired causes distress to the patients, some 
of whom believe that the doctor is withholding from 
them what might be beneficial. Specialist investigations 
and auxiliary services are demanded before the general 
practitioner has examined the patient. One doctor says: 
“Most people now ask for physiotherapy if they have a 
pain in the back.” 

Most of the “good effects” mentioned related to 
increased requests for vaccination and immunization and 
the earlier attendances for treatment of serious disease. 


Several doctors find the effects of public education in 
health are mixed, some being beneficial, others harmful. 


A doctor who thinks that “generally speaking the 
public have not been well informed from above ” adds: 
“There is only one way, in my opinion, to educate the 
public on health matters: by personal talks and discus- 
sions in the consulting-room or in the home by doctor 
to patients. By all means let the above-mentioned 
agencies start the ball rolling, but only the doctor- 
patient relationship can drive it home.” 

In spite of health education the public is still ignorant 
on the subject. One doctor estimates that 0.5% of his 
patients “seem to have been somewhat enlightened ” ; 
another finds that primitive ideas still exist. 

Three practitioners point to the need for the doctor to 
keep himself up to date in medical knowledge if he is to 
be able to reply to the questions patients now ask. One 
writes: “It is more than ever necessary that the prac- 
titioner should be fully up to date in order to be able to 
digest the information that he receives. Mothers par- 
ticularly are more worried and very much unnecessarily 
by the problem of ‘ polio’: patients read of A.C.T.H., 
etc., and want to hear all about it. The practitioner has 
to be able to explain matters simply on a wide variety of 
topics if he is to avoid the persistence of constant under- 
lying anxiety stress syndromes in his patients. I spend 
much time in preparation for explanation—I find this 
essential.” 

Several practitioners offer suggestions for topics of 
instructions : 

(i) Emphasis should be laid on simple rules of health and 
general hygiene. In mentioning the latter a doctor says that 
housewives work themselves to death scrubbing doorsteps, 
but do not know how to handle food cleanly. 


(ii) More instruction should be given in certain diseases. 

“ There is tremendous scope for education about upper 
respiratory infections. These form at least 75% of one’s 
work in the winter, and reassurance and encouragement 
to keep away from crowded surgeries would be of 
benefit. 

“If tuberculosis were publicized as much as ‘ polio” it 
would do more in reducing the general mortality.” 

“ Tonsillitis, with its common complication otitis media, 
could be minimized by some publicity—for example, 
‘Don’t neglect sore throats or earache (especially in 
children).’” 

Septic fingers and hands: “ These usually arrive days 
too late at the surgery.” ) 

Cancer : “ There are still too many late skin, breast, and 
uterine carcinomata reporting: this is only true for the 
45+ age group.” 


Timing of propaganda for diphtheria immunization: 
“Publicity at the opening of the ‘polio season’ wastes 
a lot of time by having to postpone cases until the 
autumn.” 


13. The Effect of National Health Service on the Scope of 
General Practice 

The last question in this group asked whether the 
operation of the N.H.S., disregarding any question of 
abuse or maladministration, had increased or diminished 
the scope of the doctor’s practice. The replies sent by 
336 doctors indicated: no change, 27% ; increased, 
31% ; diminished, 30% ; the remainder not having been 
in practice before July, 1948. : 

Expressed in this form, however, the figures are mis- 
leading, for inspection of the comment reveals that many 
of those who answered “ Increased ” interpreted the word 
“scope” as “amount,” while those who answered 
“ Diminished ” interpreted it as “ range,” which was the 
Committee’s intention. It seems likely that, had some 
of the 59 practitioners who replied “ Increased ” because 
of the large increase in attendances at the surgery 
carried their thoughts a little further, they would have 
arrived at the same conclusion as those who answered 
“‘ Diminished ” for the same reason. The preponderance 
of the replies would then have shown that the scope of 
general practice had diminished. 

Lack of time is the dominant reason given for the 
reduced scope, time having to be given to the treatment 
of trivial conditions at the expense of the investigation 
of more serious illness and of the more interesting 
aspects of general practice. As one doctor put it, “ The 
call is not so much for real medical investigation as for 
odds and ends, some of which are most unnecessary.” 


14. Midwifery 


Questions addressed to one group of doctors were 
designed to ascertain the attitude of general practitioners 
towards midwifery. Of the 308 who replied 76% were 
general-practitioner obstetricians. Half of the 297 prac- 
titioners who classified themselves according to their 
attitude towards midwifery stated that they like it and 
wish to increase their experience of it ; one-third under- 
take cases only when specially asked to do so; and the 
remainder wish to discontinue it. Lack of time was the 
most frequent reason given for wishing to discontinue it. 

Eighteen practitioners indicated in additional com- 
ment that they found satisfaction in midwifery or 
regarded it as an essential part of general practice. “I 
feel it is the family doctor’s duty and privilege to see his 
patients successfully through their pregnancy and child- 
birth.” “ The practice of obstetrics gives me a sense of 
satisfaction and achievement, and I feel that I can do, the 
work to the patient’s satisfaction also.” “It is the key- 
stone of a successful general practice. It is the branch of 
medicine which allows me to exploit my skill and art to 
the fullest.” Two stated that midwifery helped to estab- 
lish the family doctor relationship. Some doctors 
thought midwifery “ one of the few good things ™ left to 
the general practitioner, and one found it “a pleasant 
change from the minor ailments, etc., which appear to 
make up so much of general practice to-day.” Another 
remarked, “ A practitioner cannot undertake abnormal 
midwifery unless he is doing a certain amount of normal 
midwifery.” 

The difficulties of finding time for midwifery are men- 
tioned by 18 doctors. For example: “ The great increase 
in the volume of work caused by the introduction of 





) 
) 


ED Sey Cee 


me ati a ae alate 


OE Sy ee 
. 


310 «Serr. 26, 1953 


POSTAL INQUIRY AMONG G.P. PRINCIPALS 


SUPPLEMENT To THE 
BRITISH MEDICAL JOURNAL 





State medicine makes a large midwifery list an intoler- 
able burden. On the other hand, I consider midwifery 
is an essential part of yeneral-practitioner service, but 
the practitioner must have’more time to devote to it.” 
“I have a large general practice and find that midwifery 
interferes with ordinary work. I dislike undertaking the 
responsibility without having enough practice in the 
branch to keep myself up to date.” Some young prac- 
titioners state their position as follows: 

“TI like midwifery a lot. Chiefly as a G.P. it increases 
one’s meagre yearly salary. Unfortunately, as I have not 
attended 20 confinements I am not allowed to call myself 
a G.P. obstetrician, but as I am in partnership with an 
obstetrician I manage Al. Owing to G.P. work I have not 
time to fulfil local obstetrician committee’s requirements.” 

“I would like to discontinue it as it is time-consuming and 
often at inappropriate times, and I don’t like it. However, I 
must do it as it forms an important part of my income (an 
essential part). Therefore I am anxious to increase my 
experience in order to become more efficient and give good 
service, which I think I do.” 

The position in a country practice was described by 
another doctor, who wrote: “I undertake any midwifery 
that comes to me. I do not like midwifery now, for only 
abnormal midwifery is dealt with, usually in appalling 
conditions, which in the country takes a lot of valuable 
time, and the remuneration for doing abnormal mid- 
wifery, maybe 18 miles away in the hills in bad con- 
ditions, is not satisfactory. Most patients now book up 
in hospitals, as they can get little help in the home, and 
the public are beginning to realize that midwifery under 
bad home conditions is a menace. The majority of cases 
now seen are for antenatal supervision and any treat- 
ment ; they are mostly confined in hospital and handed 
back for post-natal care. This works very well indeed and 
seems to please all concerned, I think.” 


15. Accommodation for Chronic Sick 


Accommodation for the chronic sick was the particular 
subject of a question put to a group of practitioners who 
were asked whether they could command sufficient 
hospital accommodation for this class of patient. Of the 
348 who replied 87% gave a negative answer. This may 
be compared with the 95% on this point in the group 
which was questioned generally on the adequacy of 
hospital beds. ; 

Comment referred to the heart-breaking plight of some 
old sick. people living alone without attention and unable 
to obtain a hospital bed. By the time a bed is offered 
the patient may be dead. A doctor replied: “ Position 
has never been worse—I am told that chronic sick 
patients cannot be sent home once in hospital as relatives 
will not have them. The waiting-time seems to be months 
or years for the aged sick—many of these old people do 
not need full hospital services. They do require night 
attention and the attention of a warden and assistant 
nursing orderlies with a visiting district trained nurse—at 
present many of them on the waiting-list are living in 
crowded conditions with little care, and their condition 
is quite tragic. There should be more home helps and 
more financial compensation for relatives who tend the 
chronic sick at home.” Another reported that in his 
town of 50,000 population there was now no accom- 
modation for the chronic sick, though before the intro- 
duction of the N.H.S. admission to beds could be easily 
obtained through the relieving officer. Another, however, 
stated that the period of delay had been reduced from 
six months to two weeks. 


16. The Care of Tuberculosis 


Of the 313 practitioners who replied to a question 
asking whether they were satisfied with the present 
arrangements for the domiciliary care of tuberculosis in 
their areas, 46% replied “ No,” 44% replied “ Yes,” and 
10% could give no opinion. 

Fifteen practitioners (9 replying “ Yes” and 6 reply- 
ing “ No”) expressed appreciation of the helpfulness and 
co-operative attitude of the tuberculosis officer and his 
department. Two of the six replies which amplified the 
satisfactory arrangements may be quoted: “ This is one 
bright spot in a rather gloomy outlook. I feel that to the 
county public health service is due every credit for an 
enormous advance in this aspect of the tuberculosis cam- 
paign. The improvement has been striking in the past 
ten years, and is not due to the N.H.S. Such defects as 
exist are outwith the control of the public health service 
—chiefly housing difficulties.” ‘* The appropriate health 
visitor calls regularly ; the tuberculosis officer calls at 
any time on my request. The patients who can travel by 
themselves attend the local clinic regularly and those who 
cannot travel by public transport are taken by ambulance 
for x rays or refills. The tuberculosis officer is most 
helpful at all times.” 

The majority of the specified unsatisfactory arrange- 
ments fall under a few main headings. Several of them 
are combined in the following reply: 

“(1) The great delay between notification and the first 
visit from the health visitor. (2) The infrequency of the 
visits by the health visitor and to the clinic so that I have 
to do the day-to-day treatment—which I do not mind—but 
I have no knowledge of the x-ray reports, B.S.R. or sputum 
reports except what I can glean from the patient. (3) The 
distance of the clinic is 3-5 miles with two bus changes for 
patients in this borough. (4) The tuberculosis officer rarely 
visits the patients. (5) In spite of having a large practice I 
have only once met the tuberculosis officer in a patient's 
house, and that by chance.” 

Examples of the.lack of liaison between the general 
practitioner and the tuberculosis officer are given in the 
following replies: 

“Initial treatment of the tuberculous patient gets under 
way satisfactorily, but further information as to progress 
and future treatment is too often lacking. The tuberculosis 
department is no doubt grossly overworked, but when the 
G.P. has no information to give his patient, following a re- 
peat x-ray examination, etc., the patient is needlessly dis- 
tressed and the important psychological angle is badly let 
down.” 

“In cases attending the chest clinic regularly, the physi- 
cian does not lay down specific enough instructions in his 
reports to me, and does not report his findings and advice 
at regular intervals. In the few cases unfit to attend the 
clinic, I find they are not visited regularly, and again I lack 
specific and regular guidance. It could be said against my 
criticism that I could find out all this by a personal visit or 
telephone, but all this takes time.” 


Two practitioners remarked on the division of respon- 
sibility for the patient. One wrote: “It is difficult to 
know whether one is primarily responsible for the care 
of these cases or whether the local tuberculosis officer is. 
In some cases directions and prescriptions are left by the 
tuberculosis officer and in some cases the practitioner is 
left to his own devices.” 

The delay in providing specialist treatment may place 
the general practitioner in a difficult position. Thus, a 
doctor replied: “ The patient falls between two stools. 
Admission to hospital is not usually possible for a long 
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period, during which time T.O. does nothing and patiem 
relies on G.P. for treatment. G.P.’s treatment must be 
non-specific, and in many cases deterioration occurs. 
Since advent of streptomycin, with co-operation with 
T.O, treatment is sometimes started at home in suitable 
cases, and this has helped but by no means solves the 
problem.” Another wrote: “With the increased 
demands already made on the general-practitioner service 
due to the Health Scheme, I find that my cases after 
reference to the chest clinic are sent home to bed and 
left there, and the only domiciliary care is the periodic 
visits of the G.P. Far too many of these cases clutter 
the visiting-lists and leave a sense of frustration as we 
feel we can do nil, and visiting week by week becomes 
monotonous in the extreme.” 

Several doctors complained that patients were not 
visited in their houses often enough by tuberculosis 
officers. One replied: “ Not visited by tuberculosis 
officer often enough. Sent home to bed to await sana- 
torium bed and very little attempt made by authorities 
to show they are still interested in the case.” 


The difficulties of patients in present housing con- 
ditions appeared in many replies, as, for example : 


“Cases of active respiratory tuberculosis are allowed to 
remain in dark airless basement flats waiting for months for 
admission to sanatorium.” 

“As methods of diagnosis have so vastly outstripped 
methods of ‘disposal’ of patients, and as the ‘housing’ 
problem and overcrowding are as bad in as any- 
where in U.K., ‘ domiciliary open tuberculosis’ is a menace 
to all the remaining occupants of the buildings—often far 
too many of them. Many cases in consequence which are 
treated as domiciliary cases would in the ‘bad old days’ 
have been in sanatoria long before.” 


Seven doctors stated that, in general, they were 
opposed to the domiciliary treatment of tuberculosis. 


The shortage of hospital beds makes many difficulties 
for the general practitioner. The following are some 
illustrations : 


“The dispensary side is good. The tuberculosis officer 
is most co-operative and helpful. We sadly lack beds for 
institutional care and for the later chronic or advancing 
case. The beds available are not even adequate for the 
early acute case group. The result is that the late case has 
to be nursed at home with considerable possibility of spread 
to other members of the household.” 

“Insufficient hospital beds to accommodate patients 
when complications arise that need hospital care—should 
be more beds allotted for such cases. Huts should be made 
more comfortable, so that patients will not sneak back into 
the house when winter conditions are rather harsh.” 

“Patients who are actually dying of tubercle are refused 
admission to hospital. Even though they cannot benefit 
from treatment, surely they should sometimes be admitted, 
from humanity ?” 





Two practitioners mentioned particular groups of 
patient. One stated that “elderly persons with chronic 
pulmonary phthisis are not catered for adequately.” The 
other is dissatisfied because “there is no specific treat- 
ment available for the milder forms of pulmonary tuber- 
culosis.” Another doctor suggested that more tuber- 
culosis patients “should have institutional treatment 
while they learn a way of life.” 

The official attitude towards the problem of the domi- 
ciliary treatment of tuberculosis and the administrative 
arrangements were criticized by several doctors. For 
example: “The magnitude of the problem here has 
dulled the appreciation of urgency in tuberculosis 


officers and the hospital boards, and provides an excuse 
for inaction or dilatory action after much prodding by 
individual G.P.s.” One doctor replied: “ Dilatory, easy- 
going attitude to the problem by P.H. department still 
persists. Too great time-lag in putting into effect appro- 
priate treatment—for example, pneumothorax. Delay in 
forwarding information—for example, x-ray result. The 
‘open ’ case still not regarded as urgent requiring imme- 
diate segregation (which is impossible in the overcrowded 
tenement dwelling). Expensive ‘ health visitors’’ set-up 
could be more usefully employed doing nursing duties in 
the district or in sanatoria.” 

The administrative changes which were made as a 
result of the introduction of the N.H.S. are commented 
upon by four practitioners. One found an improvement 
when a tuberculosis officer was appointed in the area. 
“Since July, 1948, there has been an all-round increase 
in the care of tuberculosis cases, due mainly to the fact 
that a tuberculosis officer is now centred in the area. 
Formerly this work was done by the M.O.H. along with 
countless other jobs. X-ray examinations are done more 
frequently, patients attend clinics more frequently, and 
domiciliary cases are visited more frequently by nursing 
staff.” On the other hand, one doctor replied: “‘ Have 
not noticed any such arrangements since responsibility 
was removed from the M.O.H. to a newly appointed 
chest physician.” In the area of one doctor there is lack 
of co-ordination because the tuberculosis officer is 
employed by the county borough council and the health 
visitors by the county council. The following remarks 
are offered by a rural doctor: “The M.O.H., who is 
tuberculosis physician for the county, is employed on a 
basis of two-thirds by the regional hospital board and 
one-third by the county council. The cost of domiciliary 
treatment of tuberculosis in the shape of streptomycin, 
by a decision of the regional board, is charged against 
the I.D. hospital and constitutes a large part of the 
expenses thereof. The primary loyalty to the regional 
board appears to result in an attempt to keep down 
these expenses by reducing the number of patients under 
treatment. If this cost were to be removed from the 
regional hospital board to a separate account financed 
direct by the department of health I am sure that 
improvement would result.” 


II. THE DOCTOR-PATIENT RELATIONSHIP 


A short series of questions was designed to find out how 
doctors felt about their relations with their patients, and 
any changes which may have taken place as a result of the 
introduction of the National Health Service. 


1. Doctor and Patient 


As the first question of this series a group of doctors 
were asked to indicate their general relations with their 
patients. 

A summary of the replies of the 350 doctors who answered 
the question is given on the next page. 

The predominance of the first category suggests that the 
traditional intimate relationship between doctor and patient 
persists through at least half the group. The “ matter-of- 
fact” relationship has penetrated to only 8%, but that there 
is a danger of deterioration in consequence of conditions 
of practice in the N.H.S. is emphasized by the remarks of 
25 doctors. As one of them expressed it, “In pre-N.H.S. 
times Category A applied to all my patients, private and 
panel. I regret to say that Category B is now the general 
rule, and it appears to be rapidly degenerating to C.” An- 
other doctor said that, while Category A applied to the older 








a ene ae 


ny Se 


a ere 


te ee 
. 





112 Sepr. 26, 1953 


POSTAL INQUIRY AMONG G.P. PRINCIPALS 





SUPPLEMENT To THE 
BRITISH MEDICAL JOURNAL 








| Total Town Country 

















| No. | % | No. | % | No. | % 
(A) Very friendly relations .. | 188 | 52 | 121 | $i | 67 | $7 
(B) Moderately friendly relations| 127 36 87 36 40 35 
(C) Mainly matter-of-fact .. 27 8 22 9 5 4 
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a 356 | 100 | 239 | 100 117 | 100 
| | 























Age Groups 
binoatTbnn - | 
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(B) Moderately friendl relations| 42 47 70 33 15 27 
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No definite answer én 5 5 9 4 om oe 
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patients to whom he had been family doctor for 30 years, 
Category C applied to the younger patients, who were 
determined “to get some return for their insurance.” 
Seven replies referred to the difficulty of maintaining a 
happy relationship when the demand for treatment for 
trivialities or the lack of time produced irritability and 
short temper in the doctor. One doctor, who gave Category 
C as his reply, wrote: “ Since July, 1948, I have discouraged 
the relationship in A and B, as it leads to abuse, especially 
extravagant prescribing. Quite definitely, C is the basis 
since July, 1948, on which I insist.” Another, on the con- 
trary, replying in Category B, stated that the relationship on 
his part has to be apparently friendly, otherwise “the 
economic threat of transfer may easily become dynamic.” 


2. Servant or Friend ? 


Another question was an attempt to discover how doctors 
felt they were regarded by their patients—whether as an 
official, a professional man, a servant, or a friend. 

A number of the doctors who were asked this question 
found it difficult to answer and were unable to decide, among 
the varying attitudes of their patients, which was pre- 
dominant. For the large group who felt that they must 
reply both “ Professional Man” and “Friend” an addi- 
tional category was introduced in the tabulation. These 
three categories together account for 63% of the replies. 

A doctor who gave no definite reply made the point that 
the answers would be “biased according to the doctor’s 
own attitude towards the N.H.S.”; and another said that 
the attitude of the patients would depend upon the 
behaviour of the doctor towards them. This latter view 
was expressed in a more positive form by the doctor who, 
replying “Professional Man and Friend,” added: “A 
friendly professional relation still exists and has been 
deliberately encouraged. Argument and demand are 
practically non-existent.” Another, who replied “ Profes- 
sional Man,” disciplines his patients: “I do not allow my 
patients to treat me as an official or a servant; if they 
require an official or a servant they must find somebody 
else.” 

Two doctors stated that the patient’s attitude often de- 
pended upon how ill he was. One who replied “ Servant,” 
said that in a case of serious illness he would be regarded 
as a professional man, and the other, who replied “ Profes- 
sional Man,” said that if there were anything really wrong 
he would be treated as a friend. 

A number of doctors remarked upon the general deterior- 
ation of the relations between doctor and patient. Some 
noted that, while the patients who had been in the practice 
for many years still maintained their friendly attitude, new- 
comers or the younger generation or “ those with left-wing 
politics” or migrants from town to country tended to lower 
the standard. Five found that patients in rural districts 
were more friendly or considerate than those in or from the 
towns. Social class was also thought to have some bearing 


on the difference of attitude ; one reply was: “ Professional 
man by professional and lower middle classes, servant by 
working class.” Lack of time in N.H.S. practice caused 
one doctor to reduce his category from “ Friend” to “ Pro- 
fessional Man and Friend,” as he now had no time to be 
friendly. 

Nevertheless, deterioration is not everywhere prevalent. 
The following note from a doctor who replied “ Friend” is 
worth quotation: “ This was pre-Act a good lower-middle 
and working class practice, and the change-over made little 
difference in professional relationships or income. Of the 
old private patients who have come into the Service the 
majority make fewer demands on my time than before. A 
minority who do not like the scheme show their resentment 
by getting as much out of it as they can. I see a lot more 
children than before, and this is all to the good.” 

The presence of a minority of patients who made exces- 
sive demands on the doctor’s time was mentioned by many 
who described their general relationship as that of “ Friend” 
or “Professional Man.” As one doctor put it, the “ un- 
necessary work they cause is quite out of proportion to their 
numbers, and they are a cause of dissatisfaction.” 


3. The Family Doctor 


In view of the oft-repeated statement that the day of the 
family doctor is over, the Committee asked one group of 
general practitioners whether they thought the idea of one 
doctor for the whole family desirable. The reply was over- 
whelmingly in the affirmative, 82% considering it desirable. 
Eight doctors qualified their affirmative reply by saying that 
the family doctor idea was desirable if the patients them- 
selves wished it, and three of those who replied “ No” gave 
as their reason the importance of free choice of doctor. One 
doctor thought the family doctor desirable when there were 
children under 18 years of age, but otherwise it was of no 
importance. 

Among those who attached great importance to the idea 
of the family doctor, one said that it was essential for com- 
plete co-operation, and another replied: “It is extremely 
important, as most illness is linked up with the home back- 
ground, and it is impossible to sort out the neuroses with- 
out knowing other members of the family. In my opinion, 
this is the strongest argument against health centre practice, 
which will encourage the patient to see different doctors, 
and continuity is lost.” Another, who replied “ Yes ” wrote : 
“Ordinarily speaking, the word ‘family’ doctor implies 
this, but under the present N.H.S. set-up so much is im- 
personal and constantly changing on the least excuse that 
I don’t think it matters a hoot. This is one of the tragic 
failures of the present Service.” 

One of those who replied “ Yes ” thought that in a group 
practice one family should be attended by one group of 
doctors rather than by one particular doctor. 

Among .those who thought the idea of no importance 
was a woman doctor who wrote: “It seems all right in 
practice for me to have the woman and children and the 
man to go to a male doctor. It is not good for public health 
to take over antenatal and school-age functions without my 
co-operation and knowledge.” 


4. “Suppliers” of Drugs 


The Committee asked a group of doctors whether they 
found any widespread tendency among their patients to 
regard them as “ suppliers” of medicaments rather than as 
medical advisers. The result was as follows: 


No. y 4 

No .. — o- ee oe oe ee 55 ee 15 
A few patients so regard doctor .. ‘a 168 as 46 
Many patients so regard doctor .. ae 143 a 39 
Total replies - id 366 ma 100 


The figures suggest that this is a problem which worries 
many doctors to a greater or less degree. Even a few 
patients adopting this attitude may, by their frequent returns 
to the surgery, cause considerable annoyance and be a drain 
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on supplies ; one doctor, replying “ A few,” added : “ At first 
thought the answer would be ‘ many,’ but the recurrence of 
the ‘few’ makes them appear ‘many.’” Eight doctors 
stated that they had taken a firm stand, at the risk of losing 
patients. 

The complaint, where it is specified, is that the patients 
ask for drugs or appliances which they have prescribed for 
themselves or for medicine for a self-diagnosed complaint. 
Three doctors mentioned the written shopping-list presented 
to them, which made them feel like grocers. Two said that 
this type of patient seemed surprised or resentful when 
asked questions about symptoms or when the doctor sug- 
gested an examination. Another, however, remarked that 
“the patient who comes for medicaments usually has 
symptoms, and the doctor is afforded the opportunity of 
reviewing the disease, even if the patient is at first unwilling 
to submit to examination.” 

Two doctors stated that the problem existed before the 
N.H.S. began, and one added: ‘“ The N.HLS. tends to tempt 
the doctor to be a supplier of medicaments. It would be 
unfair to blame the patients, who seldom ‘resent the doctor’s 
exercise of his own judgment.” Another blamed the 
Government for telling patients only of their rights and 
not of their duties. 


A doctor who replied that many patients regarded him . 


as a medical supplier wrote: “My problem is to get rid 
of this type and pick out the patients who are truly report- 
ing sick. When payment for prescriptions was announced 
on the wireless, my next surgery was of three patients, all 
old patients who said that now they could attend with a 
clear conscience.” 


5. Direct Resort to Consultants 


It was reported to the Committee that a number of 
patients went direct to a consultant without an introduction 
from the general practitioner. It therefore included a ques- 
tion on this subject, with the following result: 





No. 4 

No tendency - ss an a 200 re 61 
A few patients do .. we a oe 124 “a 38 
Many patients do .. ; ah aia 5 ~ 1 
Total replies Pe nr 329 vie 


There seems to be no widespread tendency among patients 
to seek a consultant’s advice direct, for not only did two- 


’ thirds of the doctors in the group answer “No,” but a 


number of those who answered “a few” inserted the word 
“very” before “few.” Three stated that the tendency was 
no greater than before July, 1948, three that the local con- 
sultants would not see the patients direct, and two that if 
consultants did see the practitioner’s patients direct they 
would cease to refer any patient to the consultant concerned. 

The question, however, prompted eight doctors to make 
observations on the tendency of some patients to ask for a 
reference to a consultant or specialist. 


6. The Ex-Private Patient 


One group of doctors were asked a specific question about 
the attitude of their ex-private patients—that is, those N.H.S. 
patients who before July, 1948, were their private patients. 
They were asked whether they had observed any change of 
attitude and, if so, whether the change was slight or marked. 
Of the 349 who replied, 67% feel that some change has 
occurred in the attitude of their ex-private patients towards 
them. Most of the change is adverse, the specific changes 
mentioned most frequently being: the more “ demanding ” 
attitude ; requests for treatment for trivialities which the 
patients would formerly have treated themselves ; demands 
for visits when attendance at surgery would suffice. On 
the other hand, 31 doctors said that ex-private patients 
were more considerate than formerly or seemed reluctant to 
call him or apologetic (27 slight, 4 marked). 

Some doctors found that the attitude of their ex-private 
patients varied with social class. Ten found that the better- 
class patients were apologetic and reluctant to send for the 


doctor, while the lower social classes took excessive advan- 
tage of the Service. One doctor estimated that his former 
private club patients now utilized his services four times as 
much as before July, 1948. Another said that “ patients of 
the working class moving into new housing estates are 
much more careless of their attitude towards me than simi- 
lar type people who were private patients before July, 1948.” 
Groups of ex-private patients who are mentioned as demand- 
ing more attention are young mothers who shirk responsi- 
bility for the health of their babies, and middle-aged and 
elderly women who throng the surgeries for tonics. 


One doctor thought the change was one of atmosphere. 
This view was supported by others who stated that their 
former private patients seemed to be less grateful for treat- 
ment, or to be ill at ease in the surgery, or distrustful of 
the doctor, or that the doctor-patient relationship had been 
spoiled. 

7. Preferences for Private or N.H.S. Patients 


Two groups of practitioners in the N.H.S. were questioned 
about private practice. The question put to one group 
attempted to ascertain whether general practitioners feel 
that the preservation of an element of private practice 
alongside the N.H.S. is desirable. The group was asked 
to indicate which of the following three statements most 
appropriately expressed their attitude towards private 
patients: (A) I should like my practice to consist of private 
patients only ; (B) I like my practice to include both private 
and N.H.S. patients; (C) I like my practice to consist 
entirely of N.H.S. patients. 

The result of the 353 replies was 15% for A, 66% for B, 
and 19% for C. 

Three practitioners found that a proportion of private 
patients made a change; as one of them put it: “The 
comparatively few private patients one has remaining since 
July, 1948, offset most pleasantly the, at times deadly, 
routine of N.H.S. work.” Another writes: “I am quite 
happy about the present position—that is, the vast majority 
as Health Service patients, and just a few private patients 
(about 4% of my total number) as variety. I should dread 
a return to the old days of accounting, unpaid bills, self- 
dispensing, and the extra time and ‘fussing’ that private 
patients expect as their right. I am now able to concen- 
trate on the patients’ ills alone, without the frills!” 

Some embarrassment is expressed by one doctor: “I think 
the N.H.S. has made it more difficult to have private patients. 
One feels one should not charge too much, as they have to 
pay for their drugs (which I think unfair and unnecessary). 
Also it is difficult to be sure they get any extra benefit for 
it.” One doctor replied under B “ because it doesn’t make 
any difference to me whether it is a National Health or a 
panel patient or a private patient. I am always ready to 
attend to any ill person no matter who it is or whether he 
can pay or not. I think this is our real duty.” 

A comparison is made by a doctor between the present 
position and his practice before July, 1948: “ My original 
practice consisted of one-third National Insurance, one-third 
public medical service, and one-third private patients. This 
I think is probably in an urban district the best proportion. 
It worked easily and there appeared to be much less discord 
and discontent on the patients’ part than I find at present, 
where the public, and I think particularly women who have 
become N.H.S. patients, appear to be very difficult.” 

The reasons given for replying under C include the lack 
of time for the kind of service private patients expect, the 
view that it is wrong for any section of patients to expect 
preferential treatment, and the absence of book-keeping 
and bad debts. 

A few doctors made comparisons between the three state- 
ments. One, who replied under B, would like A if he could 
afford it, and would hate C. Another replied: “I don’t 
want my patients to feel that they could have better service 
if they paid for it directly; I also don’t like the shocking 
abuse of the N.H.S. But as A is impossible and B undesir- 
able I reluctantly vote for C.” 
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8. Drugs for Private Patients 


The other group of practitioners were asked whether they 
thought that, in their own practices, the refusal of the 
Government to allow private patients to obtain drugs under 
the N.H.S. has been a factor in causing patients to claim 
treatment under the Service who would otherwise have pre- 
ferred to remain private patients. They replied as follows: 


No. y 4 

No si 7 mae es si 91 ies 24 
A few os > ae ed : 98 a 26 
Man oa 7 ws i ‘als 89 aa 24 
Yes Cunqualified) sa =a fica e 95 ‘+ 26 
No evidence aS ir ee “< 2 a — 
Total replies ‘a es 375 as 100 


IH. PROFESSIONAL RELATIONSHIPS 


Personal relationships with other general practitioners and 
practitioners in other branches of medicine form an impor- 
tant feature of the general practitioner's life. The Com- 
mittee included in its review a series of questions on the 
present state of these relationships and the effect, if any, 
of the introduction of the National Health Service. 


1. Neighbouring General Practitioners 


The first question in the series asked a group of practi- . 


tioners whether their relations with neighbouring general 
practitioners had improved, deteriorated, or remained the 
same since July, 1948. Of the 310 who replied, 63% replied 
“No change,” 19% “Improved,” and 6% “ Deteriorated.” 
The remainder were not in practice before July, 1948, and 
could therefore make no comparison. 

The basis of good relations for many practitioners seems 
to be the rota or group system, which facilitates off-duty 
periods and help in emergencies. One doctor writes: “In 
1948 I formed all the G.P.s into the General Medical 
Practitioners Group. This group provides constant assis- 
tance and co-operation in all aspects of G.P. Regular 
monthly meetings are held, as well as social and clinical 
meetings. Personal relationship between all the G.P.s in a 
population of 25,000 could not be better.” Another de- 
scribes his “improved” relations as follows: “I began 
practice on my own in April, 1948, and now have become 
so friendly with neighbouring practitioners that we do week- 
end duties ‘on and off” for each other, etc., and see each 
other’s emergency cases at other times without sending 
‘emergency fee forms’ to local executive council.” 

Local general-practitioner hospitals provide a focus for 
good relations in two cases. One reply reads: “ The inter- 
doctor relationship here is very good, and the ethical tone 
is pretty high. I think all this is due in great part to the 
fact that we have a local G.P. hospital to which we all 
belong, and where we frequently meet.” Improved relations 
are also attributed by eight doctors to local meetings of 
the profession for the discussion of common problems. 
One of them amplified his answer under “ Improved”: 
“Since July, 1948, G.P.s in this area have had monthly 
gatherings at one another’s houses to have a drink and a 
‘natter.” This was unheard of before July, 1948, and one’s 
neighbours were always rather an unknown quantity.” 

Another aspect was put by the doctor who replied: “ We 
meet oftener and seem to have much more in common— 
even if it is only grumbling, or perhaps I am getting older 
and more philosophic.” The conditions in the N.H.S., to 
which the “ grumbling ” presumably alludes, are mentioned 
by six other doctors as a cause of bringing general practi- 
tioners together. ‘“‘We are companions in distress, as a 
poor, underpaid, overworked, maligned profession.” The 
attitude, however, varies. One doctor writes: “ All are fed 
up with the new Service and therefore all are more friendly,” 
but another puts it more hopefully: “ There is considerably 
less competition now than ever before. We general practi- 
tioners find that we have much more in common, in our 
general attitude towards the Health Service, and consider 
that good comradeship is essential before we attempt any 
beneficial changes.” 





Competition for patients is given as a cause for deterio- 
ration by ten doctors. One of them, who replied that there 
had been some slight improvement in relationships, added 
that “as long as there is competition for larger capitation 
lists on account of inadequate remuneration there will be 
little improvement in the relationship—this is regrettable, 
but it is nevertheless true.” 


2. Public Health Medical Officers 


The report on this section should be related to that on 
p. 108, which dealt with the effect on the scope of general 
practice of developments in the public health service. The 
same group of general practitioners were asked whether 
their personal relations with public health medical officers 
had improved, deteriorated, or remained the same since 
July, 1948. Of the 342 who replied, 79% stated that it had 
made no difference, 8% that their relations had improved, 
and 4% that they had deteriorated. The remainder gave 
indefinite answers or were not in practice before July, 
1948. 

Among the tributes paid by general practitioners to public 
health medical officers was the following: “I consider that 
practitioners in the area in which I, too, am in practice are 
fortunate that we have a district M.O. who is conscientious 
and co-operative. His help and advice have been of great 
value to me, personally.” One doctor finds that “ the present 
personnel are more anxious to co-operate when help is 
asked for,” and a young rural practitioner had a pleasant 
surprise when he first came into contact with public health 
medical officers: “ Before the war I did an assistantship in 
general practice in between hospital jobs. Public health 
medical officers then were fierce ogres my principal told me 
about when he wished me to pull up my socks. After I 
came back from the war I did more hospital jobs and more 
assistantships until, at the end of 1949, I became a principal 
myself, only to find that now public health medical officers 
are human friendly souls only too willing to help and advise 
in any difficulty.” 

Personalities, of course, enter into the relationships. One 
practitioner complains of interference in purely personal 
concerns by the M.O.H., while another reports that since 
the M.O.H.’s powers have been curtailed he has become 
“more modest and human” in his contacts with general 
practitioners. 

Although the introduction of the N.H.S. has improved 
personal relations in some ways, the transfer of certain 
functions to county authorities has hindered them for some 
practitioners, and the personal link has been damaged. Thus, 
one doctor writes: “Prior to July, 1948, all public health 
services (except midwifery) were under the district M.O.H., 
with whom one had direct personal contact. Now all the 
personal health services have been transferred to the county 
council, where contact is impersonal and always with 
clerks!” Another replied that relations had deteriorated 
because “our M.O.H. is now assistant M.O.H. and the 
M.O.H. is in another town. ... Questions are ‘ referred’ 
and personal relationship has been largely lost.” 

The absence of contact between general practitioners and 
public health medical officers was illustrated by a doctor 
who wrote: “Having been in practice here for the last 
40 years, I have never even met my three district M.O.H.s. 
As chairman of the local medical committee I occasionally 
meet the county M.O.H. at committee meetings.” 


3. Midwives and District Nurses 


Among the professional relationships included in this 
series of questions were those with midwives, district nurses, 
and health visitors. The first two were combined in one 
question, while the question concerning health visitors was 
addressed to a different group of practitioners. 

The duties of midwife and district nurse are frequently 
carried out by the same person, but for the purpose of the 
present analysis they have been treated separately. The 
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replies of 310 practitioners showed that for 63% no change 
in relationships with midwives had occurred since July, 
1948, for 8% they had improved, and for 11% they had 
deteriorated. In the case of district nurses the respective 
proportions were 76% no change, 12% improved, and 6% 
deteriorated. 


The figures suggest that deterioration has occurred in the 
relations with midwives to a greater extent than with district 
nurses, the most frequent complaint being the lack of co- 
operation from midwives. Two doctors state that cases 
booked by them are taken by midwives, and another writes: 
“Less antenatal co-operation. Not only do the midwives 
dislike a general practitioner being ‘ booked’ for a confine- 
ment ; in some instances they actively try to dissuade the 
patient from doing so. We do not get the support of the 
divisional M.O.H. to the extent to which we are entitled. 

- Little or no co-operation from antenatal clinic.” Another 
reports that “midwives since the advent of gas-and-air 
appliances have taken over practically all midwifery, and 
even where one is expected by the patient to attend, the 
nurses confiscate practically all cases. There is also a com- 
plaint that midwives seem to resent a doctor’s attendance 
at the confinement. “I think midwives rather tend to resent 
doctors attending normal cases and would rather we only 
attended the abnormal.” The deterioration specified by 
one doctor was that “ midwives tend not to call me when 
I have specifically stated I wished to be called; they tend 
to ignore a lacerated perineum in unbooked cases, leaving 
the mother with a weakened ‘frame.’” 


The restriction of the scope of the general practitioner 
in midwifery is commented on by seven doctors, mainly 
* because most women are confined in hospital. “In this 
district patients who have no facilities for confinement at 
home and cannot afford a private nursing home are forced 
to attend the local clinic in order to get into the county 
maternity home.- The G.P. is out of the picture of this. 
I do not approve.” “ Almost all midwifery done in mater- 
nity home. Since State took over control scope has been 
restricted by consultants with some loss of status for G.P.s. 
More ‘ B.B.A.s,’ and divided authority over patients re care 
and treatment.” 

Several of the doctors who reported good relations with 
midwives added that they had worked with the same women 
for many years. Two remarked that the younger ones 
seemed less co-operative. 


Among the practitioners who amplified their statements 
that relations with midwives were good was the doctor who 
wrote: “ The relationship with midwives is excellent in this 
practice. Three reasons I would put forward: (1) team- 
work spirit ; (2) prompt attendance at calls from midwives ; 
(3) insistence on being present at birth in all booked cases.” 
Specified improvements included the attendance of the mid- 
wife at the doctor’s antenatal clinic. 


There was less comment on relations with district nurses. 
Examples of improvement are quoted by a doctor whom 
the district nurse helps in giving liver injections, and by 
one who writes: “ More help now given in country districts 
by district nurses, especially with post-operation daily dress- 
ings and injections for diabetics, pernicious anaemia, etc.” 
Complaints are that district nurses are less willing now to 
take responsibility ; that “ frequently off-duty, half-days, full 
days, and week-ends” result in loss of contact and inter- 
ference with the continuity of treatment; and that “too 
many unnecessary demands are made on the nurses, so they 
are often impatient.” 


One doctor thinks that “centralization of authority for 
appointment and general discipline seems to work less well 
than the old system of local nursing association.” The 
administrative arrangements are criticized by a practitioner 
who replied “ No change”: “ Whilst the service is as effi- 
cient as ever the personal contact with the nurse is less, 
due to the increased work done by nurses and their inter- 
change of duties resulting in their not being confined so 
rigidly to one district.” 


4. Health Visitors 


The replies of a group of practitioners to the question 
whether their relations with the health visitors were satis- 
factory to them showed that among 334 practitioners the 
relations for 56% were satisfactory and for 20% unsatis- 
factory, while 24% had little or no contact with health 
visitors. 

Most of the comments came from those practitioners 
whose relations with health visitors were unsatisfactory. 
Among those whose relations were good, two stated that 
they found health visitors useful in instructing young 
mothers in the care of their babies. As one doctor pointed 
out, “Good health visitors are very helpful; bad ones are 
a menace.” 

One of the most frequent complaints is the over-emphasis 
which health visitors place on attendance at clinics, even 
when the patient is being attended by a general practitioner. 
For example: “An effort is made to wean the patients to 
the clinics for vaccination and immunization, and it was 
recently suggested to a patient of mine that she was a ‘ bad 
mother’ because she did not attend the clinic with her 
infant.” “I hold my own antenatal clinic. The local 
health visitor tries to tell the patients that, though they 
come to me, they must attend the public clinic as well.” 

To some health visitors the “ doctor” is the doctor at the 
clinic, not the general practitioner. “If I approach health | 
visitors they are as a rule helpful, but they never seem to 
seek contact with the general practitioner or appear to be 
conscious of his or her part in the general scheme of things. 
To them a doctor seems to be the clinic doctor. I feel there 
should be more co-operation.” 

Thirty-eight doctors, specifying the unsatisfactory charac- 
ter of their relations with health visitors,*complained that 
these women gave medical advice, often incorrect or in 
conflict with the general practitioner’s treatment, and by 
their interference undermined the doctor’s authority with 
his patient. As an example of the harm which can be 
caused by health visitors giving medical advice, a practi- 
tioner quotes a recent experience in a chicken-pox epidemic. 
“ The health visitors have insisted on a return to school in 
14 days and all contacts going to school ; this was against 
my advice of three weeks roughly, until all the crusts had 
come away. As.a result we had a widespread epidemic.” 
A woman doctor writes: ‘‘ The local health visitor recently 
told the mother of one of my backward, rather obese 
children, aged 15 months, who was slow in walking and 
whom I had ordered massage and exercise for his leg and 
back muscles, that the child had a T.B. hip and I had missed 
it!’ The conflicting advice complained of often concerns 
infant feeding. For example, a doctor states that “ one 
health visitor changed a baby’s feed when I was in attend- 
ance because of difficulty of child’s feeding (duration be- 
tween my visits was three days).” 

The annoyance caused to general practitioners by the 
conduct of some health visitors is expressed in such replies 
as: 

“These persons are often officious, impertinent to patients, 
and ask questions about treatment which have nothing to do with 
them. I have even had suggestions made to patients by them ! 
I will not tolerate interference by such people.” 

“Health visitors have visited patients who are under the 
immediate care of their own doctor, and on ascertaining this 
fact have persisted in their inquiries and visits, regardless of the 
fact that adequate supervision and advice is being given by the 
patient’s own doctor. Furthermore, a conflict of views or sugges- 
tions re treatment is not calculated to improve the patient’s peace 
of mind. It is suggested that such visits should only start either 
at the doctor’s request or when he is no longer in regular 
attendance.” 

From the comments on the lack of co-operation the 
following illustration may be quoted: “I have no contact at 
all with health visitors. I have never met one. I am never 
informed when they intend to visit my patients. I have 
sometimes found that their advice on infant feeding in a 
particular case is wrong, and have had to overrule it as tact- 
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fully as possible, but there are no facilities for discussing 
the case with the visitor.” Three doctors refer to the waste 
of their time in having to reassure patients who have been 
given contradictory advice or been caused needless anxiety 
by health visitors, “such that panic and quite unnecessary 
calls and consultations are made, increasing the G.P.’s work.” 

Twenty doctors thought that health visitors fulfilled no 
useful function or that the system was a waste of money. 

Two practitioners remarked on the influence of health 
visitors in connexion with admissions to hospital. One 
writes : “I cannot understand why a health visitor can get 
a chronic patient into hospital fairly soon while I fail to do 
so.” The other states that “ when a patient is notified for 
removal to hospital, the health visitor is sent and on her 
recommendation, either way, the patient is admitted into 
hospital or not.” 


5. Consultants 


Close contact and mutual understanding between general 
practitioners and consultants are essential to the efficient 
conduct of medical practice. Fears have been expressed 
that, since the introduction of the N.H.S., the relations be- 
tween these two main branches of the profession have 
become less personal or more official. A series of questions 
put to groups of general practitioners was designed to 


’ ascertain whether there are grounds for such fears and what 


difficulties, if any, general practitioners experience in their 
relations with consultants. 


(a) Personal Contact with Consultants 


One group of general practitioners were asked whether 
their direct and personal contact with consultants had 
undergone any change since July, 1948. 360 replied. About 
half of those who were in a position to compare present 
conditions with those prevailing before July, 1948, found 
that no change had taken place in the degree of their con- 
tact with the consultants, and one-third found that they 
had less contact than formerly. Of the 55 practitioners 
who stated that they had more contact than formerly, 23 
attributed the increase to the system of domiciliary con- 
sultations available in the N.H.S. 

That more contact with consultants is not necessarily 
good for general practice was illustrated by a doctor who 
wrote: “ Yes. But to the deterioration of the general prac- 
titioner. Formerly I could do my own x-ray work, minor 
operations—order physiotherapy, massage, and other treat- 
ments—under my own supervision at our small hospital. 
Now I have to send all of the above troubles to organized 
clinics which are grossly overcrowded—where they are 
crammed by visiting consultants. The entire system is 
deplorable. I am frustrated, losing interest, and ashamed of 
being akin to a grocer’s assistant, making notes for con- 
sultants to deal with flatfoot, whitlows, fibrositis, etc.” 

Some doctors felt that, although there was more contact 
with consultants, it was less intimate. One wrote: “ Domi- 
ciliary visits arranged through a consultant bureau, with an 
impersonal report and a form to fill up days later, are a 
poor substitute for a real consultation with a colleague by 
the patient’s bedside ; cases referred to hospital O.P. clinics 
are also dealt with impersonally.” 

For some general practitioners loss of direct contact with 
consultants has been accompanied by the disappearance of 
the former friendly relations. A practitioner wrote: “Con- 
sultants are now appointed on an/’area basis, and one makes 
little professional and no social contact with them—they 
are no longer one’s friends. They have no local loyalty (as 
in a voluntary hospital) and their sessions are too infrequent 
for continuous care of in-patients.” Another reports: 
“These new specialists seem to consider they are superior 
officers and to treat general practitioners as orderlies. 
Therefore I avoid them as much as possible.” 

The fact that consultants do not now need to depend upon 
the good will of general practitioners for their livelihood 
was mentioned by five doctors. For example, “ Consult- 
ants are less dependent on private practice and less inclined to 


bother with contacts. Far more consultants are more or 
less full-time and their income depends less on their own 
efforts, The personal factor counts so much in everything.” 


Seven doctors referred to domiciliary consultations with- 
out the presence of the general practitioner, one of the rea- 
sons for the increasing number of such consultations being 
the difficulty of arranging a time convenient for both con- 
sultant and general practitioner. On the other hand, eleven 
stated that they had no time to attend consultations. 

The reference of more patients, often at their own re- 
quest, to hospital out-patient departments has modified the 
relations between consultant and general practitioner. Of 
the nine practitioners who mentioned this factor, eight re- 
plied that it made contact less personal and direct, and one 
that it resulted in more contact, though it was also more 
indirect. A doctor writes: “Less contact, as all patients 
want their specialist through the out-patients department of 
hospitals. I hardly ever appear at a consultation to discuss 
a case personally with a specialist.” 

In the out-patient departments patients sent for consulta- 
tions are frequently seen by registrars or juniors, and this 
was quoted by six doctors as a cause of loss of contact with 
consultants. For example, “Patients sent with letters to 
hospital O.P. are generally seen by registrars unless one 
happens to know the consultant personally and addresses a 
letter to the individual. The opinion of a registrar is not 
of the same value as that of a consultant, especially to a 
senior practitioner.” 

In another group of general practitioners, who were asked 
whether there had been any improvement or deterioration 
in their relations with consultants since July, 1948, about . 
two-thirds of those who gave a definite reply stated that 
no change had occurred in their relations with consultants 
since July, 1948. Sixteen of them added that these relations 
were cordial and friendly. For 23% of those giving a 
definite reply, relations had deteriorated. 

The comment is much the same as that on the question 
just considered. A few remarks which give a fresh angle 
are selected for quotation: 

“Prior to 1948 I had all the means at my disposal to fully 
investigate my cases. The function of a consultant physician was 
judicial. A consultation in private practice gave opportunity to 
reassess the evidence. The great clinicians are a ‘ dying race.’ 
We now send our cases to young men at hospital to set the x-ray 
department and clinical laboratory in motion. They rarely ‘ con- 
sult’ with the G.P.” 

“From my point of view, specialists take no great personal 
interest in the patient as an individual. Letters take a long time 
— The consultants seem to regard the G.P. as a necessary 
evil. 

“* Deterioration in that there is a tendency among consultants 
to send brief instructions back, rather than an opinion.” 

“* The difference is subtle and hard to define. I am still on the 
very best of terms with our local consultants, as before, but some- 
how there is a difference. In the old days one used to ring them 
up constantly and discuss cases and people. Now one feels they 
are no longer dependent cn us, and they seem to be so much 
taken up with clinics here, there, and everywhere, and somehow 
one doesn’t like to bother them.” 


To the question “ Have you any complaints to make of 
the attitude of consultants and specialists towards you ? ” 
replies were received from 362 practitioners, 88% of 
whom said that they had no complaints. 

To the further question asking the practitioners whether 
they had observed any alteration of attitude since July, 1948, 
replies came from 359. Of those who were able to make 
a comparison 83% had no complaints to make against the 
attitude of consultants toward them. Seventeen added a 
remark to the effect that their relations were friendly and 
co-operative ; four of those who replied “Yes” to the 
second part of the question stated that the change was in 
the direction of improvement. One of these stated that he- 
now received more letters “ during continued treatment by 
consultants ” ; one observed that the obstetrics and gynae- 
cological services had much improved ; and one found con-- 
sultants “rather more obliging.” The other wrote: “ They,. 
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or many of them, are more aware of the problems and the 
importance of good general practitioners and seem willing to 
make efforts to improve general practice.” A few who 
replied “Yes”. did not specify whether the alteration was 
in the direction of improvement or of deterioration. 

It is convenient to treat the adverse comment in the two 
parts of the question together. The complaint most fre- 
quently made (29 replies) concerned the failure of con- 
sultants to keep the general practitioner informed of the 
patient’s progress while in hospital or of discharge or death, 
and the inadequacy of reports which were sent. The latter 
replies included statements that the general practitioner 


was not given a full report on the results of investigations _ 


or of the findings at operation, and he was consequently at a 
disadvantage when subsequently consulted by the patient. 
A doctor wrote: “Patients returning from hospital after 
operation are followed, perhaps a week later, by a printed 
form initialled by the H.S., merely giving a one-word diag- 
nosis such as ‘laparotomy.’ No full letter from the 
specialist ever comes; most unsatisfactory.” 

In summary, it may be said that for the majority of prac- 
titioners their degree of personal contact with consultants 
is satisfactory, and the system of domiciliary consultations 
under the N.H.S. is valued. Where deterioration of rela- 
tions has occurred it is attributed by some practitioners to 
the fact that patients are frequently seen by a registrar 
or a junior consultant and not by the consultant whose 
opinion is desired. Contact thus becomes more impersonal 
and the former friendly relations have been lost. Some 
general practitioners fear that the former friendly relations 
have been damaged by the fact that, under the N.H.S., con- 
sultants are no longer dependent upon the good will of the 
general practitioner for their income. 


(b) Attendance of General Practitioners at Consultations 
The figures below show the replies of a group of general 
practitioners to a question asking whether they customarily 
attended with their patients at consultations before July, 
1948, and whether they do so now. 


Consultations at Hospital 








| 
} Not in Practice 
Total | Yes % No % before July, % 
1948 
Before July, 1948 329 94 28 | 200 61 35 il 
Since July, 1948 .. 303 54 17 | 249 83 — — 

















Domiciliary Consultations 














| Not in Practice 
Total | Yes % | No % before July, % 
1 
Before July, 1948 329 284 86 10 3 35 11 
Since July, 1948 .. 311 295 95 6s —_ — 











The only comment to record is the following : 

“In my opinion consultants and specialists in local hospitals 
pay too little attention to the local practitioners and their diffi- 
culties. In no local hospital do any facilities exist for attending 
along with patients. In addition, I can see no intention or desire 
by the specialists to have the practitioners present along with 
patients.” 

(c) Exclusiveness of Specialties 


In order to ascertain, if possible, what general practitioners 
felt to be the causes of any deterioration in their relationship 
with consultants, five groups were questioned on possible 
specific causes. Thus the first group of general practi- 
tioners in this series were asked whether they found any 
tendency to exclusiveness among the specialties which 
diminished the contact and understanding between consult- 
ant and general practitioner. 343 practitioners replied, 324 
giving a definite reply. Of the latter 30% found this to be 
a cause of diminishing contact, and 70% did not. 


A doctor who replied “ No” thought that the statement 
in the question had been repeated so often, though without 
evidence, that it had become accepted as a fact. The pre- 
ponderance of negative replies suggests that “ exclusiveness ” 
among the specialties does not affect general practice 
adversely to any considerable degree. 

Where it does have an effect, however, it can produce irrita- 
tion and delay. For example, “ There is a tendency to con- 
fine an examination of a patient to a particular specialty. 
A fresh appointment seems necessary for each system of the 
body. In the past a patient was examined completely when 
sent for an investigation.” ‘ Most particularly there appears 
to be no co-operation between one specialist department in 
hospital and another. The patient is constantly sent back 
to me to be sent to another at the same hospital. Common 
sense would direct the patient to all necessary departments 
at first instance.’ The result is weeks of delay for full in- 
vestigations in all out-patients.” 

Another effect is the diminishing number of general con- 
sultants. A doctor who replied “ No” added: “I still use 
in the main the consultants whom I have known for many 
years, and would only say that with increasing subdivision 
of specialties it is more difficult to find a consultant able 
to take a sound all-round view of a case, as the great 
physicians of the past seemed able to do. This is due to 
changes in medicine rather than deterioration in quality, 
and throws on the G.P. the increasing onus to correlate the 
contribution of different specialists and advise the patient 
himself.” 

Much of the comment in this group concerned the 
“exclusiveness ’ of consultants as a class and the degree 
of contact between them and general practitioners. 

General practitioners’ feelings about lack of courtesy 
from consultants are illustrated by the following comment: 
““Many consultants now exercise much less care or even 
courtesy in reference to the practitioner. The patient’s con- 
fidence in his own doctor is of much more value to him in 
the long run than the occasional ‘cleverness’ of a con- 
sultant. This confidence is in the best interest of the 
patient and should be fostered and not destroyed.” 


(d) Effect of Alleged Decline in Numbers of the General 
Consulting Physician or Surgeon 


It is sometimes suggested that the general consulting 
physician and the general consulting surgeon are gradually 
disappearing and are being replaced by consultants who 
specialize in a particular part or system of the body. It is 
said that this development is detrimental to medical prac- 
tice. The group of general practitioners who were asked 
whether such a change was affecting the relationship be- 
tween them and their consultant colleagues replied as 
follows: Yes, 13%; No, 29%; General consultants still 
available to 58%. 

The replies indicate that the majority of general practi- 
tioners in the group are still able to consult general physi- 
cians and general surgeons and that any narrowing of the 
practice of consultants has not had repercussions on 
general practice. 


(e) Premature Specialist Training 


The replies of the group of general practitioners to whom 
was put the question, “ Do you find that the fact that inten- 
sive specialist training begins immediately after registration 
has any effect upon the personal contact and understanding 
between consultant. and general practitioner?” indicate 
that there is a strong feeling among them that the value of 
the help they obtain from the younger consultants is limited 
because the consultants, having had no experience of general 
practice, fail to appreciate the character of that branch of 
practice and the difficulties of the general practitioner. The 
— was as follows: Yes, 55% ; No, 28% ; No opinion, 

The comment showed that, with one exception, the effect 
was considered to be adverse. The most frequent com- 
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plaint was that consultants do not appreciate the general 
practitioner's conditions of work, his problems and diffi- 
culties, or his point of view. It may be illustrated by a 
short series of comments: 

“ Less appreciation, especially by the young consultant, of the 
general practitioner’s contribution to the history of the illness 
and background of the patient, to the patient’s detriment; and, 
frequently, inadequate reports to the G.P., often leaving out the 
valuable and significant points from the G.P.’s point of view, and 
often not recognizing the G.P.’s rights and interests in the clinical 
side of the case, also to the patient’s detriment. A widening gulf 
between the young consultant and the G.P., leading to a lack of 
mutual understanding and less incentive to the G.P. to approach 
and discuss the case with the consultant. If the G.P. has reasons 
to disagree with the consultant’s opinion, in the patient’s interest 
he is not given much opportunity to do so.” 

“The younger consultant who has obviously done little or no 
general practice has little idea of conditions under which G.P.s 
work: and is occasionally apt to prescribe treatment which is too 
elaborate and time-consuming to be carried out efficiently in a 
busy practice and under conditions which are rather far removed 
from the asepsis and efficient nursing found in a hospital environ- 
ment.” 

“1 feel that the average consultant does not appreciate the lack 
of facilities, the pressure of work, or the time wasted on trivial 
ailments that the G.P. has to contend with. Some consultants 
waste a lot of time in giving a long history of the patient in their 
reports to the G.P. of which he is already fully aware and has in 
most cases already given to them in his letters.” 

“The younger consultant is now much more detached, and 
often seems to ignore the fact that the G.P. is a colleague who 
seeks assistance but not instruction.” 


Another complaint is that consultants lack appreciation 
of the environmental factors, including home conditions, in 
a patient’s illness. They tend to treat the patient as a 
“ disease ” or a “case” rather than as a human being. For 


example: 

“It does prevent the specialist from viewing the patient he 
sees as a whole complete picture, including family background, 
environment, etc. It also prevents him from understanding 
human conditions and ailments not met with in hospitals or in 
textbooks. He only sees a minute fragment of the general make- 
up of the patient. He has little or no knowledge of general prac- 
tice from the inside. To him the patient is a number, to the 
G.P.—a living and ailing entity.” 

“Some of the younger consultants do not seem to realize that 
what may seem routine investigation to them appears to the 
patient and his relatives as a vital operation in which the patient, 
and not the consultant, plays the leading role.” 


Several practitioners remarked that the consultant seemed 
to be becoming a “ specialist” rather than a “ consultant.” 
One expressed the view that consultants placed too much 
reliance upon “photographic and mechanical investiga- 
tions,” and another stated that “many of the newer con- 
sultants seem to be technicians. They lack the breadth of 
view and, often, the cultural background of the older 
consultants.” 

Many doctors in the group are of the opinion that all 
prospective consultants should be required to have some 
experience of general practice. The periods suggested vary 
between six months and five years. One doctor thinks it 
should be spent “in one of the dirtier and more over- 
populated industrial areas.” “An enforced period in 
general practice before specializing would give the 
specialist an understanding and appreciation of the work of 
the general practitioner, and an insight into home conditions 
and mode of life of patients, The general practitioner 
would then cease to be, in his opinion, merely an inter- 
mediary, and the patient would be a human being and not a 
number as at present.” It would also, in the view of an- 
other doctor, enable the consultant to see the kind of help 
the general practitioner needs from the consultant. 

Finally, a practitioner makes the following comment: 
“From my personal experience relations with consultants 
have been entirely harmonious. For this state of affairs 
to exist either the general practitioner must have con- 
siderable postgraduate hospital experience or the consultant 
real experience of general practice.” 


(f) General-practitioner Clinical Assistantships 


Another group of general practitioners were asked, “ Do 
you find that personal contact and understanding between 
consultants and general practitioners have been diminished 
by lack of opportunities for general practitioners to be- 
come consultants, for example, through clinical assistant- 
ships in hospitals?” Of the 352 who responded, 30% 
replied “ Yes,” % replied “No,” and 26% had no 
definite opinion. 

The lack of opportunity referred to in the question 
does not seem to disturb general practitioners to any great 
extent. Several of those who replied “ Yes” observed that 
it was a less important cause than some others in separating 
these two branches of the profession. Some of the com- 
ments related to other causes of the loss of contact with 
consultants which have been dealt with by other 
questions. 

Of the practitioners who replied three were clinical 
assistants, nine had appointments on the staffs of local 
hospitals, and one was an S.H.M.O. Five had formerly had 
access to the local hospital, and four had had to surrender 
clinical assistantships or other appointments. 

One doctor wrote: “I would welcome clinical assistant- 
ship at hospital on sessional basis as the best idea yet put 
forward to restore the clinical status and interest of the 
G.P.” One amplifies his negative reply: “ Personal contact 
and understanding have not, in my opinion, diminished, but 
lack of contact with hospitals, owing to pressure of work, 
has increased. This makes it more difficult for the general 
practitioner to keep up to date with the march of medicine 
and so he is less conversant than he should be with what 
can be done by modern treatment for cases hitherto 
incurable. Clinical assistantships would help, but time must 
be found for them.” Seven other practitioners, six of whom 
replied “ Yes,” stated that the general practitioner would 
have no time to visit hospitals. A doctor replying “ Yes” 
added that “consultants have no time for clinical assistants 
who rank between registrars and junior housemen.” 

Two other opinions, both in the affirmative, may be 
quoted: “The standard of medicine in a particular area is 
much higher if the G.P.s are on the staffs of smaller 
hospitals—and their contact with the consultants contri- 
butes a great deal to their mutual benefit.” “Lack of 
assistantships means less work in the hospital, much of 
which is undertaken by newly qualified men with less 
experience with the grcwing feeling that the G.P. cannot 
tackle even the simplest work.” 


The loss of the local hospital as a common meeting- 
ground was mentioned by two doctors, both replying 
“Yes”: “Chiefly through loss of the personal touch which 
was fostered by the hospital being a common meeting- 
ground. The hospital now tends to be another Government 
administrative unit.” 

A practitioner replying “ Yes,” adds: “ As Secretary of 
the Group Medical Committee I am very aware of this 
problem. We have recently elected to our committee a 
general practitioner (chairman of the local medical com- 
mittee) to improve liaison.” 


(g) Administrative Separation of Regional Hospital Boards and 
Local Executive Councils zs 


The last question in this series asked a group of general 
practitioners whether they found that “ personal contact 
and understanding between consultants and general practi- 
tioners have been affected by the administrative separation, 
in the National Health Service, of the spheres of the 
regional hospital boards and the local executive councils.” 
About one-half of the 355 doctors replying to the question 
stated that this administrative arrangement had had no effect 
on their personal contact with consultants. For one-third, 
personal contact had been diminished. Little comment was 
included in the replies. 
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A group of general practitioners were asked whether No vo ee ee | SD 72 63 53 
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Town Country 

No. % No. Yo 

Before July, 1948: 
Yes oi re 72 35 50 53 
No sol as 137 65 44 47 
Total ar 209 100 94 100 

At July, 1951 

Yes id ea $2 25 39 42 
No ak aa 156 75 54 58 
Total ss 208 100 93 100 

















Private Practitioners 


The private practitioners who were asked this question 
replied as follows: 











Total No % Yeo &% 
Before July, 1948 .. ‘ 13 8 62 5 38 
At July, 1951 _ in 6 3 50 3 50 











General-practitioner Beds 


It is part of the Association’s hospital policy that beds 
in local hospitals should be available to general practi- 
tioners for the treatment by them of their own patients 
for conditions which are within the province of general 
practice. A group of general practitioners were asked 
questions designed to ascertain to what extent this facility 
was available to them and, if they had no such facility, 
whether they felt that their practice thereby suffered. The 
following tables show the result. 














Access to Not in Practice 
General- Total | Yes % No % before July, % 
practitioner Beds 1948 
Before July, 1948 373 117 32 222 59 34 9 
At July, 1951... 367 103 28 264 72 _ — 

















Of the 246 practitioners who had no access to general- 
practitioner beds and replied to a further question asking 
whether their practices thereby suffered, 24% said that 
they did suffer and 76% that they did not. 

Differences between town and country are tabulated in 
the next column. 

The replies show (i) that access to general-practitioner 
beds is not yet a customary feature of general practice ; 
(ii) that the proportion of general practitioners enjoying 
the amenity is rather less than before July, 1948 ; (iii) that 
the proportion of practitioners with beds is higher in the 
country than in the towns; and (iv) that the majority of 
those who have no general-practitioner beds are not con- 
scious of any adverse effect on their practices. Ten practi- 
tioners who have no general-practitioner beds indicated in 
their replies that they would like to have them. Six stated 











that, although they have no beds, they visit their patients 
in hospital and discuss their progress and treatment with 
the consultants in charge. 

One of the latter writes: “ Knowing the medical and 
surgical staff and counting them as friends, I am perfectly 
at liberty to see my patients in hospital beds and can agree 
or disagree with investigations and/or treatment. We enjoy 
arguing about our cases and suggest (frequently) further 
investigations and treatment.” 

A practitioner who appreciates the advantages of general- 
practitioner beds doubts the attitude of his patients: “ This 
practice was established sixty years ago, and the patients 
have always expected to be treated by specialists and 
‘students’ in large general hospitals. They have never 
expected their family doctor, to whom they come for advice 
on all sorts of matters, to be associated in any way with 
their treatment in hospital. They would need to be edu- 
cated along such lines if access were established in this 
region. My practice, therefore, does not suffer so far as 
my patients are concerned, but it does with respect to myself, 
for I find the treatment of many cases, with which I could 
deal, being taken out of my hands.” 

A doctor who has general-practitioner beds now, but did 
not have them before July, 1948, writes: “ Little doubt exists 
in my mind of the superiority of general practice with access 
to beds in a local-practitioner hospital to that of practising 
where no such facilities exist.” One practitioner who has 
never had beds and states that his practice thereby suffers 
adds: “I think that the principles of G.P.s having access to 
beds in local hospitals is the only way to keep up a high 
standard in general practice. I feel very strongly on 
this.” 

Several doctors replied that, although they could not say 
that their practices actually suffered, they were aware that 
access to general-practitioner beds offered advantages both 
for themselves and for their patients, such as continuity 
of care during hospital treatment, the sustaining of the 
practitioner’s clinical interest, and the improvement of his 
skill and knowledge. “The practice does not suffer, as the 
hospitalized patients receive adequate attention, but one 
suffers oneself in ‘losing’ many medically interesting cases 
which, had the facilities been available, one could have 
treated oneself, retaining skill and interest.” 


The value of general-practitioner beds was summed up 
by a doctor who sent the following remarks: “I can only 
compare my present practice with (a) a practice in which I 
was first a locum and later an assistant, with G.P. beds, and 
(b) what I can do for my private patients in a good local 
nursing-home. 

“1. Surgical—I lose touch with the actual appearances of 
surgical pathology in my N.H.S. patients by not assisting at 
operation on lesions which I have tried to diagnose. i 
adversely affects my after-treatment in a subtle way, (a) by loss 
of contact with their. post-operative progress, and (b) by not 
always knowing when they come out of hospital. 

“2. Diagnostic.—I do not usually see hospital x-ray films un- 
less specifically asked for. (In this case they are always sent to 
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me.) Nor can I so easily arrange for certain simple investiga- 
tions such as fasting test meals, barium meals, and enemas to be 
done as I could or can when I controlled or control my patient’s 
admission to a ‘ hospital’ bed for one or two nights. 

“3. Liaison and team-work tend to develop around any hos- 
pital patient well treated for a serious illness. At present my 
part in such a team can only develop with my medical and surgi- 
cal colleagues in the case of my private patients. As the patient 
is part of the team, one feels that one’s N.H.S. patients in hos- 
pital are missing something of value almost as much as I am. 
My share in their treatment and recovery is missing, for better 
or worse; but I feel the defect. 

“4. Post-mortem examinations are almost unknown in deaths 
at home. In patients who die in hospital the number of necrop- 
sies in part depends on the interest of the physician or surgeon 
and of the pathologist. My interest is considerable, and my 
present loss in not seeing necropsies is all the greater. It is no 
answer to say that I can arrange to go if I feel strongly about it. 
If I was in charge or sharing charge of my patient in hospital I 
would be watching his progress downhill to the P.M. room and 
would learn more. Anyway, I have never come away from any 
post-mortem examination without having seen and learnt some- 
thing unexpected.” 

The points most frequently mentioned by those who 
indicated how their practices suffered by the absence of 
general-practitioner beds were the loss of continuity of 
care, the loss of clinical interest and experience, the loss of 
maternity cases, and the loss of contact with consultants. 
The loss of status, which was mentioned by five practi- 
tioners, was described in the following way by one of them 
whose local hospital is now staffed by consultants: “(1) Up 
to 1948 we followed our patients into hospital ; this natur- 
ally gave us prestige. (2) We gave anaesthetics and were 
therefore present at operations ; this gave further confidence 
to our patients. (3) Our names were placed on the hospital 
board. (4) We each in turn had a ‘ take-in week,’ and were 
responsible for all district cases admitted. (5) Now the 
patients have realized we are merely a liaison between them 
and the consultant service. (6) It follows, therefore, that 
our position as ‘ The Doctor’ has fallen to that of Doctor. 
There has been no falling off of the number of patients on 
the panel.” 

A doctor in Class 5 in the same position wrote: “I would 
do minor surgery. Private wards enabled me to attend 
medical, surgical, and difficult obstetric cases giving some 
financial return. Ward patients appreciated my services to 
them in the past. A proud association with the hospital 
and consultant staff has been destroyed.” 

Nine practitioners indicated that they did not desire 
general-practitioner beds, either because they had no time 
or because they preferred hospital treatment to be given 
“by more skilled surgeons or physicians.” 

Two doctors who considered that their practice suffered 
through the absence of general-practitioner beds thought 
that clinical assistantships would give them the contact and 
experience desired. 

Among the eleven private practitioners who replied to 
this question, two formerly had general-practitioner beds, 
but both have now lost them. Three think their practices 
suffer through the lack of such beds. 


Access to Pathological and Radiological Departments 


The tables printed in the next column summarize the in- 
formation provided by a group of general practitioners who 
were asked certain questions concerning pathological and 
radiological investigations. 


Ancillary Treatment 


A group of practitioners were asked to indicate their 
position with regard to ready access to adequate facilities 
for ancillary treatment. Of the 272 who replied 18% stated 
that ancillary services were easily available to them by 
direct reference to a physiotherapist or other auxiliary ; 
and 79% that they had to send their patients to a consultant 
before they could receive ancillary treatment; 3% stated 
that their facilities were poor. 


I. Pathology 



































Replies Total % 
Yes = ‘a a 188 ne 54 
1. Has practitioner direct | No co \ om 45 
access to pathological On staff with all access .. — 1 
department ? apps a 
Total replies .. 347 re 100 
Yes per re on 71 6a 46 
2. If not, does his practice No < tn ? - 79 “a 5 
2. p Bo suffer ? Noreply .. si ae _§ aa 
L Total .. —— Sa 
f ae 47 
3. Does as discuss Yes = = +21 nd 52 
results of investiga- eles Se ay ni =o 1 
tions with the specialist On staff with all access .. _* 
undertaking them ? Total replies .. 343 .. 100 
oe Yes a =e re 28 a 8 
4. Does practitioner under- 6 we 92 
take his own blood No .. - ~~ © 31 
counts ? Total repties .. 344 .. 100 
po . (Yes - ‘a ‘a 45 ad 13 
5. Does practitioner esti- oS 87 
mate blood sedimenta-2 N° -- es + + 299 
tion rates ? Total repties .. 344 .. 100 
Il. Radiology 
Replies Total % 
Yes i te jaa 164 a 47 
1. Has practitioner direct} No ..  _.. a << ict 52 
access to radiological< On staff with all access .. 3 ~~ i 
department ? — — 
_ Total replies 347 100 
Yes a se “a 83 ee 47 
2. If not, does his practice No .. ey ia dia 4 ass a 
2. If not, i 
thereby suffer ? Noreply .. ae te 
Total ea “a 180 oe 100 
= 44 7 42 
3. Does practitioner discuss — ae es : 107 - 57 
results of investiga- hs tg " ty 3 Eg 1 
tions with the special- On staff with all access 
ist undertaking them ? Total replies .. 344 .. 100 





Vv. RELATIONS WITH HOSPITALS 
Inadequacy of Hospital Provision 


The general question, “Do you think your practice is 
obstructed by any inadequacy of hospital provision ? ” with 
an invitation to comment, was put to a group of practi- 
tioners with the object of ascertaining the relative signi- 
ficance to them of the various difficulties which are the 
subject of other separate questions. Nearly two-thirds of 
the 335 replying considered that their practice was 
obstructed by inadequate hospital provision. An analysis 
of the main lines of comment shows that by far the greatest 
difficulty is caused by the inadequate provision for the 
elderly and chronic sick. Four practitioners recommend 
the revival of the former relieving officers and/or 
infirmaries. 

As a means of reducing the difficulty of obtaining admis- 
sions to hospital five practitioners suggest admissions 
bureaux. Three ask for an improved telephone service in 
the hospital. 

Suggestions for improving the bed accommodation include 
the attraction of more girls to nursing as a career, the 
establishment of small local hospitals, and the setting aside 
of some beds for those patients who may not require more 
than a few days’ stay for their investigations. General- 
practitioner beds are recommended by six doctors. 

Another group of general practitioners were asked to 
state to what factors they attributed the inadequacy of hos- 
pital beds. Among the varied replies from 348 practitioners 
the most frequently suggested causes were the following: 


Lack of nursing and domestic staff _.. ia — or i. 

Greater demand for beds as a result of: 
Insistence of patients on investigations and treatment at hospital 91 
Admission of patients for investigation or treatment which might 
be undertaken by ore ae or eameee — 


tioners 20 
Demand from patients whe would formerly ‘have entered private 
nursing homes, now closed or tooexpensive .. 31 
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Social conditions : 
Unwillingness or inabiiity of relatives to nurse patients at home .. 64 
Inadequate accommodation for chronic and aged sick .. << 
Defects in use of beds—for example: 
Patients retained too long aes ara si io ae 
Beds kept empty owing to. specialist grouping Ph oe io 6 
Preferential treatment of “‘ interesting ” cases on oa on 
Buildings and maintenance: 
Building not keeping pace with increase in peeeteten “a co 2 
Individual hospitals too small for loca! needs oa . = 


Two doctors complained that consultants tend to belittle 
general practice and thus disturb the doctor-patient rela- 
tionship, and one remarked that “hospitals are inclined to 
treat minor illnesses directly without reference from the 
family doctor, but they are allergic to the more chronic 
illnesses (for example, cerebral thrombosis, etc.) of older 


people.” 


Encroachment by Hospitals on Sphere of General 
Practitioners 


A few questions were asked to ascertain whether, and in 
what way, hospital services encroached unjustifiably on what 
is usually recognized as the field of the general practitioner. 
The first asked a group of general practitioners whether, 
in their experience, hospitals encroached unjustifiably on 
the sphere of their own practice. 

Of the 342 who replied to the question 71% had no 
cause for complaint, and a further 24% found only slight 
encroachment. Twenty-seven practitioners added a note to 
the effect that the hospitals were helpful and co-operative. 
Two stated that slight encroachment was not unwelcome 
in the pressure of their own work. Fifteen stated that the 
encroachment referred to maternity departments only, and 
five that local authority clinics were more guilty of 
encroachment than hospital out-patient departments. 

The chief complaint is that patients are instructed to 
report back to the hospital instead of being returned to 
their own doctors. One doctor writes: ‘“ There is some- 
times a tendency to continue to treat the patient with drugs 
at hospital without regard to the fact that the G.P. has 
already persevered on the same lines and now wishes for 
consultation and advice. This tends to increase the desire 
of the public for large bottles of medicine and quantities 
of tablets without doing much service to the practitioner.” 
Another comments: “ Tendency for some members of staff 
to give information to patient which is not included in 
their report, or to keep patients reporting back unneces- 
sarily, and the doctor becomes to the patient only an indi- 
vidual who writes prescriptions and signs forms.” The 
encroachment is attributed by four doctors to inexperienced 
housemen, often due to over-enthusiasm. 


Acceptance of Patients without Letter 


A possible form of encroachment by hospitals on general 
practice is the acceptance of patients for treatment without 
a letter of introduction from a general practitioner. The 
replies of a group of general practitioners who were asked 
whether, in their own experience, this occurred to such an 
extent as to constitute encroachment indicated that there 
is almost no tendency for hospitals to encroach on general 
practice in this manner. Some of those who replied 
““ Occasionally ” added that they had no grounds for com- 
plaint. One doctor stated that in his area the rule is so 
rigidly imposed that “in one instance, a patient of mine 
who had forgotten to call for a letter from me was not 
seen by the specialist though he had travelled 30 miles to 
the hospital.” 


Treatment by Hospital of Patients Sent for Consultation 


A group of general practitioners were asked whether 
they found that hospitals undertook the treatment of 
patients sent for consultation only, to such an extent as to 
constitute encroachment on the doctor’s practice. As 73% 
of the 359 who replied gave a negative answer, this does 
not seem to constitute any great difficulty for the majority 
of the practitioners replying to the question. Twenty added 


to their answers a word of appreciation of the work of 
the hospitals and consultants. A few doctors indicated 
that a certain amount of treatment given by the hospital 
in those cases was not unwelcome in view of their busy 
surgeries. 

The kind of encroachment most often mentioned was 
that patients were required to return to the hospital at fre- 
quent intervals for dressings, inspection, the supply of 
drugs, or procedures which the general practitioner could 
himself carry out. One example given was: “ Two patients 
sent for x-ray of ankle have been asked to report there to 
be seen again in a week’s time, although they were told, 
and the hospital reported to me, that no bone injury was 
seen in x-ray.” A practitioner offering a possible explana- 
tion wrote: “I think they call cases back to O.P. depart- 
ments more than in the voluntary hospital days—probably 
due to the generalized appointment of registrars who are 
keen young men who perhaps don’t know as much of some 
things as they think. I am sure they mean well. Of course 
they relieve me of work too.” Another wrote: “A tre- 
mendous amount of time is lost to the patient by frequent 
attendance for dressings, x-ray, and pathological reports. I 
feel quite capable of giving treatment, in most cases, if the 
report were sent to me.” 

For one doctor treatment at the hospital has become the 
rule: “ This is because I have now come to accept the fact 
that hospitals will treat any patients referred to them, and 
have ceased to expect simple consultation on the ordinary 
case.” 

Seven practitioners named the obstetrics departments as 
being most guilty of encroachment in this form, and other 
particular departments mentioned, though only by one 
doctor each, were the x-ray, skin, and ear, nose, and 
throat. 

Failure to inform the general practitioner of a patient’s 
admission as an emergency, or the drugs supplied to a 
patient, or of the hospital’s intention to treat the patient 
was the subject of comment by three doctors. 

Three doctors complained that, so far from undertaking 
general-practitioner treatment, the hospitals tended to refer 
back to the general practitioner routine after-treatment 
which they say should properly be the function of the out- 
patient department. “ For example, for subsequent tappings 
of hydrocele or changes of ring pessaries for prolapse, the 
patients are informed that the general practitioner will 
carry out these operations in future. This adds to his 
burden.” “In the case of dermatologists I find the con- 
trary to be true, in so far as they tend to return the patient 
to his doctor very early, anticipating a cure which does not 
take place.” “‘ The hospital has appropriated the treatment 
of normal diseases but shows an increasing tendency to 
utilize the practitioner in cases which require pure routine 
or which are incurable—for example, changing suprapubic 
catheters and pessaries, terminal cancers after operation, etc. 
There is a tendency to regard the junior house officers as 
more competent than the more experienced G.P.” 

Two private practitioners referred to continued treatment 
by the hospital: ‘* Occasionally my patients are kept attend- 
ing hospital on instructions from house-surgeons or casualty 
officers quite unnecessarily, and I have to stop them going.” 
“ After in-patient treatment, patients are encouraged to 
attend a follow-up clinic for research purposes, and have 
actually been discouraged from returning to their own 
doctor privately, even though they wished to do so.” 


Overcrowding of Out-patient Departments 


A group of general practitioners were asked whether they 
found that the overcrowding of hospital out-patient depart- 
ments with minor cases resulted in the exclusion of new 
cases sent by the doctor for consultation. 336 replied, of 
whom a little less than half reported some degree of diffi- 
culty in this respect. 

By far the most frequent difficulty mentioned was that 
caused by delay in obtaining appointments for hospital con- 
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sultations. One doctor described it thus: “I do not know 
if the hospital out-patient departments are crowded with 
minor cases, but my practice is hampered by the long wait 
for appointments and again for re-examination, because if 
a patient has to wait two, three, four, or five weeks that 
patient has to be visited and observed although both the 
patient and I know that nothing can be usefully done until 
the investigation or examination at hospital has been done 
first.” 

Although he could not say whether it was due to over- 
crowding, another practitioner stated that patients saw 
different doctors at each visit to some hospitals in his area. 
This resulted in lack of continuity and disturbed both his 
interest and his treatment of the patient. 

One doctor suggested that “ there should be some clinic for 
minor complaints, especially surgical—for example, lipomata 
requiring removal, renewal of surgical appliances: this 
would relieve the congestion at the main clinic.” Another 
wrote: “ There appears to be a need for urgent (not emer- 
gency) hospital consultation as a halfway house between 
domiciliary visit and ordinary four-weeks wait for hospital 
consultation.” 


Unnecessary Transport for Patients 


It was suggested to the Committee that in some areas 
hospitals provided transport to convey patients to hospital 
for follow-up treatment which should properly fall within 
the province of the general practitioner. This, it was stated, 
was resented by the doctor as a form of encroachment. On 
the evidence, however, of the replies to a question on the 
subject put to a group of general practitioners, this pro- 
cedure does not appear to be causing any serious disturb- 
ance to general practice, for 81% of the 339 who replied 
had no complaint to make, and the comment of some of 
those who replied in the affirmative showed that they were 
referring rather to the general question of follow-up treat- 
ment by hospitals than to the specific point of the question 
—namely, the collection of the patients by hospital trans- 
port. 


Adverse Criticism of General Practitioners by Hospital Staffs 


A group of general practitioners were asked whether, in 
their experience, members of hospital staffs, including 
almoners, gave patients the impression that better treatment 
could be obtained at a hospital than from a general practi- 
tioner. The result shows that 20% of the 371 practitioners 
who replied have some cause for complaint in this respect, 
though a few added that it was only occasional. Seven 
stated that only junior hospital staff were guilty of this 
fault, and two attributed it to nursing and lay staff. Three 
stated that it applied only to maternity departments. 

For the attitude of some of the junior staff one doctor 
thought medical teachers were responsible: “ As a medical 
student one was (and I expect still is) initiated into this 
attitude towards the G.P. by certain teachers, and as a 
houseman one may or may not (but very probably will) 
indulge one’s self-importance in this way. I do not 
expect conditions in teaching hospitals have much altered 
recently.” 

A doctor who was doubtful of the value of patients’ 
statements remarked that there were no means of verifying 
the factual correctness of such statements. 

Some practitioners who answered “ No” or “ No know- 
ledge” believed that the impression existed among patients, 
though not for the reason suggested in the question. Among 
these other reasons were N.H.S. propaganda, the frequency 
of reporting back to the hospital for follow-up treatment 
or inspection, and the knowledge of patients that general 
practitioners have no time for full examinations. “I think 
there is a general feeling among the more intelligent patients 
that, as a class, G.P.s are so overworked that they cannot 
expect much attention. If they suspect anything seriously 
wrong there is a definite tendency to just request a letter 
for hospital with no preliminary examination.” “The 


Government practice of issuing lists of practitioners in post 
offices, etc., without any letters after their names tends to 
lower prestige in eyes of public.” 


Waits for Minor Operations 


The group of general practitioners who were asked to 
state whether patients referred by them to hospital out- 
patient departments for minor operations had to wait long 
before the operation was performed replied as follows: 


Replies Total % 
No... ea én at hg 178 - in 55 
Yes... wi a3 ie - 145 ia eu 45 

Totalreplies .. .. 323 .. .. 100 





Average Length Average Length of Wait, 


of Wait, where Specified, for 








where Specified Tonsillectomies Only 
Period | Total Period Total 
Up to 2 weeks 2 3-6 months 4 
2-4 weeks a a 7 — i - 
1-2 months ae ah 14 9-12 12 
2-4 ‘0 ss si 19 12-18 10 
4-6 se 30 18-24 7 
6-9 4 21 2-3 years 5 
9-12 ,, ie aah 19 me 64 4 
1-2 years .. an - | 12 











Of those practitioners who replied that there was no wait, 
26 added that they themselves performed most of their 
minor surgery either in their own surgeries or in local or 
cottage hospitals. Of these 18 were in rural partnership 
practice. 

The most frequently mentioned suggestion for reducing 
the waiting period was the encouragement of general practi- 
tioners to undertake more minor surgery. This might be 
done by allowing them a special fee for minor operations 
for their own patients and/or by allowing them to partici- 
pate in hospital work of this type. The direct access of 
general practitioners to pathological and x-ray facilities was 
also suggested. 

Among the difficulties encountered, apart from a shortage 
of hospital staff, was the absence of proper selection of 
cases from the waiting-lists. A doctor wrote: “ There does 
not seem to be any selective method of choosing patients 
from the waiting-list ; for example, a patient of mine with 
a hernia which was giving a lot of pain and had heavy 
work had to wait six months. He either had to keep lifting 
or stop work and starve. Too many cases are being seen 
by registrars who regard the patients as ‘cases’ and not 
as persons who work and have families to support. They 
have academic and clinical skill, but none of the common 
sense and experience of people that the G.P. has. They 
are also over-specialized in their own branches, and to them 
a hernia is of no interest and is put ‘on the list’ auto- 
matically and forgotten.” The comment of another doctor 
was: “Hospitals vary in length of waiting-time; but the 
reason usually is that ‘interesting’ cases (that is, cases which 
are good for teaching or investigating) are admitted before 
those cases which are ‘ ordinary’ but causing inconvenience 
to the patient.” 


Waits for Admission to Beds 


The tables below summarize the information received in 
reply to a question asking a group of general practitioners 
whether their patients had to wait for admission to various 
groups of hospital beds: 


1. Hospitals: Ordinary Cases 





Replies Total % Length of Wait, where Specified 
, eo Pe 51 we 16 1-7 days - - 5 cases 
:. 2. ws 84 1-4 weeks... “a Be wv 
Reply indefinite 2 7? — fe months .. ‘a 3 

Total replies 321... ~—:100 a) se ss ew 
6-24 ,, ne “* Sa 
12-24 ,, ai ‘a S w 
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2. Hospitals: Semi-urgent Cases 





Replies Total % Length of Wait, where Specified 
No .. <« ai 34 1-7 days is ae 12 cases 
Yes .. -- 208 i 65 1-4 weeks oa -. tH « 
Reply indefinite 4 aa 1 10 days—6 weeks ~ 1 case 

= — 1-3 months... oe 53 cases 
Total replies 321 100 fam ~ ia eo ; ‘a 








3. Beds in Sanatoria 














Replies Total % Length of Wait, where Specified 
No .. sie 22 - 7 1-4 weeks , 4 cases 
| = -. 280 oa 87 1-3 months... os 7) & 
Reply indefinite 3-6 ,, - re ea 

or no experience 19 oe 6 6-12 ,, + Re ae 

a so 1-2 years “5 a  w« 
Total replies 321 -- 100 
4. Beds for the Chronic Sick 

Replies Total % Length of Wait, where Specified 
De s< we 13 “ a 1-7 days 7 cases 
wee .. —— aca 95 1—4 weeks ne ‘sa ae a 
Reply indefinite 3 ‘ie 1 } = months... ai = ra 

Total replies 321 -. 100 6 months-2 years oS 59 
3 years i ‘ 1 case 
Indefinitely 46 cases 








Emergency Admissions 

A group of general practitioners were asked whether 
they experienced difficulty in obtaining hospital beds for 
emergency cases, Of the 385 who replied one-half found 
no difficulty. A further 36% found occasional difficulty. 

On the whole it is usually possible to obtain a hospital 
bed for an emergency case, though sometimes admission 
may be achieved only after an expenditure of much time 
and effort by the general practitioner. The difficulty most 
frequently mentioned (17 replies) was that of making use- 
ful contact with a responsible officer at the hospital. The 
practitioners resented what one of them termed “a minor 
inquisition” by newly qualified house officers or having 
their applications dealt with by “a series of secretaries, 
porters, telephone operators, etc.” 

Twelve doctors suggested that beds which should be 
available for emergencies were “ blocked” by their use for 
other purposes—for example, by specialist grouping, for 
the chronic sick and long-term cases, and for private 
patients. One of them amplified this as follows: “It is 
rarely possible to get a bed in the hospital of your choice— 
for example, local or teaching—and far too many cases 
under investigation at one hospital are admitted as emer- 
gencies to another (for’ example, cardiacs or perforated 
ulcers). This usually involves unnecessary investigations 
and expenditure of time and money by the hospitals. I 
think alternative but none the less essential arrangements 
should be made for the following types of cases blocking 
up hospital beds: (1) The sociological cases that cannot be 
nursed at home. (2) The terminal cases that cannot be 
nursed at home. (3) Cases undergoing routine hospital 
investigations as in-patients. (4) Cases awaiting disposal 
while room is found for them elsewhere.” 

The difficulty of defining an “emergency” sometimes 
results in differences of opinion between the general practi- 
tioner and the hospital officer. A doctor writes: “It is 
difficult to convey over the ’phone the nature of the emer- 
gency. A case diagnosed as ‘acute bronchitis’ in an 
afebrile patient over the age of 55 is in my experience a 
graver emergency than a pneumonia, yet this diagnosis does 
not carry enough emphasis to make admission by hospital 
more certain. G.P.s’ requests for admission must be 
accepted as evidence of urgency unless the G.P. agrees to 
delay.” Some of the difficulty of obtaining admission for 
elderly patients is due to the fear of the hospital authority 
that they may have to retain the patient as a chronic case 
when the acute illness has passed. A doctor writes: “ The 


difficulty arises mostly in winter and mostly for old people 
(70 or over), of whom there are very many in my region. 
There is a tendency of the bed bureau clerks (who, be it 
said, are most helpful and obliging when pressed) to fail 
to realize that over-70s can have acute illness from which 
they may recover and are not necessarily chronic cases.” 

In order to avoid the necessity of telephoning to a number 
of hospitals eight doctors recommend the establishment of 
a central bureau. 

The appointment of a particular medical officer for an 
area with the responsibility of finding beds for all emer- 
gencies was suggested by three practitioners, and two 
recommended that if beds were not available temporary 
ones should be made up. Another suggested that “ cases 
which a local G.P. feels are urgent should be admitted with- 
out question at least overnight, in a special 24-hour ward 
if necessary, and discharged, if hospital authorities think 
fit, next morning.” 


The Hampering of General Practice by Defects in Hospital 
Procedure 
Eight groups of general practitioners were asked ques- 
tions designed to ascertain whether general practice is 
hampered by any defects in hospital procedure. 


Delayed Appointments 
The tables below summarize the information received 
from a group of practitioners in reply to a question asking 
whether patients they referred to hospital for consultation 
had to wait for an appointment. 








Is there Delay ? ' Length of Wait 

Replies Total 3 Up to 1 week .. rie 19 cases 
a 4 . ae - 82 ss 99 2 Weeks és - « 
No .. a 53 ia 15 o on “ as a aS « 
Varies a 12 a ia : —e oa S oo 
Total replies 353 .. 100 ee eM vas 
9 8 8 ” 16 >> 
” 9 9 ” - * 5 ” 
3 months or more... S « 





The departments in which the longest delays occurred 
were stated to be the orthopaedic (66 replies), ear, nose, and 
throat (45), medical (30), and psychiatric (27). 

In commenting on the length of the wait for an appoint- 
ment three practitioners pointed out that after the initial 
wait for an appointment there was further delay before 
necessary specialist treatment or investigation was carried 
out. Secretarial delay might further lengthen the time that: 
elapsed between the initial request for a consultation and the 
receipt of a report. 

The length of wait may vary with the popularity and 
seniority of the consultant. One doctor estimates a wait 
of three or four weeks for “a good senior” and one week 
for a “junior.” One doctor overcomes the difficulty by 
never specifying the name of a consultant. “Thus, for 
example, I ask for an appointment for ‘a physician,’ ‘a 
surgeon,’ ‘a gynaecologist,’ ‘a throat consultant,’ etc. This 
(a) ensures the patient gets the first available ‘ date,’ (b) en- 
sures the consultant is the least busy one at the hospital. I 
have pursued this line for years and so get a cross-section 
of all consultants and their views and methods (and can 
assess how much work they do ! ).” 

The most frequently suggested cause of delay was that 
there were too few consultants and that they saw too few 
patients at each session. Comment which concerns methods 
of improvement includes the following: “It seems to me 
that the question is one of the attitude of approach to an 
appointments system. It seems to me that such a system 
could be designed either (a) to improve the specialist’s work- 
ing conditions, or (b) to increase the patient’s convenience. 
Regarding (a), we would all very much like to do better work 
by seeing fewer patients in a more leisurely way. But if 
the work is there to be done we have to scramble through 
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it as best we can. Whatever crowd is in his waiting-room 
the G.P. must see them all. In the past the hospital 
specialist had to do the same. He must now do it again. 
Regarding (5), if it can be arranged that a»patient does not 
have to report at a hospital at 9 a.m. for a consultation at 
noon it should be arranged. This is the only proper pur- 
pose (under presept conditions) of an appointments system. 
In my view every applicant for an appointment received by 
a given time (say 48 hours before a clinic) should be given 
an appointment for that week, at the available time divided 
up- equally between the applicants. The consultant is then 
no worse off than without an appointments system, whilst the 
patient is better off. Carry-over from one week to another 
is almost bound to be cumulative, and should not be 
allowed.” Other practitioners made a similar comparison 
between the general practitioner who, however hard pressed, 
must continue to work until he has finished and the con- 
sultant who sees patients only within the time limit of his 
session. 


Appointments Systems 


A group of general practitioners were asked whether an 
appointments system for out-patients operated in the 
hospitals in their localities, and, if so, whether it worked 
satisfactorily for their patients. 

The replies of 370 practitioners indicate that most 
hospitals operate an appointments system, and that of these 
systems nearly 70% are reasonably satisfactory. 

The main criticisms were that an appointments system 
creates a long waiting-list for consultations, which may be 
delayed for several weeks, and that, even though an 
appointed time may have been arranged, the patient still 
has to wait, sometimes for several hours, before he sees 
the consultant or his deputy. This waiting at the hospital 
is often due to the fact that many patients are given the 
same time of appointment. - 

The timing of sessions is sometimes inconvenient for 
patients. Five doctors mentioned the difficulties of country 
patients in reaching the hospital for an early morning ses- 
sion, and an urban doctor wrote: “ Many patients attending 
O.P. departments are fit for their employment (for exam- 
ple, those attending for barium meals, massage, radiant 
heat, etc.) but remain incapacitated, as these special examin- 
ations, treatments, etc., can only be carried out during 
normal working hours (for example, between 9 a.m. and 
5 p.m.). Suggest evening sessions.” 

A suggestion was made for a revised method of applying 
for a consultation: “In my opinion the easiest and best 
method is an application for appointment made on a form 


‘in part completed by the doctor and in part by the patient. 


The form is then posted by the patient in an official stamped 
envelope. Where the patient is left to ‘phone the hospital 
for an appointment mistakes are common. If the doctor 
does this himself valuable time is wasted.” 

The following tribute was paid by a practitioner to the 
staff of his local hospital : “In so far as I am concerned, 
it may be placed on record that the O.P. system of the 
general hospital here is admirable. The specialists are a 
fine bunch, kind, tolerant, and helpful. They seem to take 
a personal interest in cases sent for their advice. My 
patients never fail to mention the fine impression left on 
them.” 


Delayed Reports 


One group were asked whether they found that delay 
occurred between the discharge of a patient from hospital 
and the receipt of a report. Of the 387 practitioners who 
replied, 64% experienced such delay. 

In considering the replies, however, allowance must be 
made for individual definitions of “delay.” At least three 
practitioners answered “No” for reports which were 
received within a week, while of those who answered 
“Yes,” 37 assessed the average delay up to one week, 
a few adding that this was not unreasonable. Of two 


practitioners answering “ Yes,” one considered a delay of 
7-10 days to be satisfactory, while the other found the same 
period “a source of annoyance to both doctor and patient.” 
Specific periods quoted by practitioners answering “ Yes” 
were as follows: 





Delay up to 1 week Be 77 Delay up to 3 weeks “i 38 
- @ sae a 87 eee wae a es oa 





Avoidable delay is attributed to secretarial routine and 
the failure of junior medical staff to appreciate the import- 
ance of reports to the general practitioner. Two practi- 
tioners refer to the delay caused when reports from several 
departments have to be co-ordinated. One finds teaching 
hospitals unsatisfactory in this respect: “As they are 
dealing with the unusual type of case this delay is particu- 
larly unfortunate. Occasionally the report on the ‘ follow- 
up examination’ never comes at all.” 

A doctor who reports one to two weeks’ delay states that 
he ceunteracts this by telephoning the R.S.O. or medical 
registrar in important cases: “the information so obtained 
is of more value than any written report.” Another states: 
“Report from local hospital never received until I ring up 
to find out: (1) what was done ; (2) when discharged.” 

A few suggestions for improving procedure are offered 
among the replies: “I can see no reason why every 
patient should not bring his discharge letter home with him. 
The saving in postage would even be worth while. A family 
doctor’s letter always accompanies the patient, so it cannot 
be impossible to reciprocate.” ‘I recommend most strongly 
that a patient who is to have a particular drug or treatment 
should either be given a proforma to show the practitioner, 
or given a sufficient supply of drugs to tide him over the 
period which must elapse before a report is sent out.” 
“Might I suggest that when a patient dies in hospital the 
general practitioner should be notified immediately.”’ 


Notifications to General Practitioners 


A group of practitioners were asked whether they were 
notified by the hospital if a patient sent for consultation 
was retained or sent to another department. 

Only about 10% of the 345 replying fail to receive notifi- 
cations, though many of those who replied in the affirmative 
categories added that notifications and reports were never- 
theless much delayed. 

A doctor replying ““ No” amplified his answer thus: “ By 
and large, I am not notified if a patient is retained or trans- 
ferred to another department. This does hamper me in my 
practice, in so far as one has got to question the relatives of 
the patients to find out what is going on. Also it does not 
inspire the patients’ confidence in their own practitioner if 
he obviously does not know what is going on. Thirdly, one 
ultimately has to write to the consultant concerned in 
order to get the report required. Finally, operative pro- 
cedure is often undertaken without the formal consent of 
the patient’s own practitioner.” 

An example of the embarrassment caused by delayed 
notifications of discharge was given by one doctor: “ Notifi- 
cation that a patient has been discharged from hospital is 
often most dilatory, sometimes 10-14 days elapsing before 
letter arrives. The patient is told on discharge that the 
doctor will visit in a few days, and is naturally annoyed 
when he does not come.” 

A doctor compared the methods of the larger hospital in 
his area, which does not notify, with a smaller hospital, 
which does: “ The weakness in the hospitals is due to their 
large swollen staffs, both medical and clerical, working, it 
seems, on shifts with little continuity and less responsibility 
for the patient. This is a marked feature of the larger 
hospital. In the smaller hospital we are notified, and the 
standard of work, as far as it goes, is more satisfactory from 
our point of view than in the larger hospital.” 
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VI. THE ORGANIZATION OF GENERAL PRACTICES 


A series of questions was included in the review to obtain 
some information on doctors’ methods of organizing their 
practices and on any changes which may have been neces- 
sitated by the introduction of the N.H.S. A report on the 
replies to another question concerning the effect of income 
on organization will be found in the next section. 


1. The Effect of the N.HLS. 


One group of general practitioners were asked whether 
the introduction of the N.H.S. had affected the organization 
of their practices, and a list of possible alterations was 
offered for them to mark “ Yes ” or “ No.” 

Of the 315 practitioners who replied to the question on 
this subject, 36% had made no change in their organization 
as a consequence of the introduction of the N.H.S. The 
change most frequently mentioned was the employment of 
secretarial assistance, and next came the provision of new 
accommodation to meet the increased demands for service. 


2. Non-medical Assistance in Surgeries 


Of a group of 342 doctors, 63% employ some form of 
ancillary assistance in their surgeries, mainly clerical and 
secretarial, The help ve. however, was not always 
sufficient, and 162, or 48%, of the doctors who replied to 
the question felt handicapped by the absence of some parti- 
cular form of help. Of the 126 doctors who had no help, 90 
were thereby handicapped in their practice. 


3. The Doctor’s Wife 
A separate question was devoted to the part played in 
the administration of the practice by the doctor’s wife. 
The replies showed that in the practices of 277 married 
doctors the doctor’s wife takes a considerable part in 39% 
and a moderate part in 58%. Only in 3% did she take no 
part at all. 


4. Co-operative Arrangements for Relief 


The Committee wished to ascertain to what extent neigh- 
bouring general practitioners co-operate to enable each of 
them to have some time off duty. A group of practitioners 
were asked whether they had any arrangements with neigh- 
bouring doctors or partners to permit some relief from duty, 
either regularly or occasionally, or arrangements for periods 
of holiday or illness. Of the 342 doctors who replied only 
28, or 8%, have no arrangements whatever, and 17 of these 
are single- -handed rural practitioners. 


5. Employment of Locums 


Of the 321 doctors who replied to a question asking 
whether they experienced difficulty in obtaining suitable 
locums, 57% had not needed to employ them. Difficulty 
had, however, been experienced by 86 doctors, or 29%. 
Among the 127 single-handed doctors who replied, 43, or 
34%, had experienced difficulty. 


6. Appointments Systems in General Practice 


A group of general practitioners were asked whether they 
adopted an appointments system for all consultations or 
for private patients or special examinations. An appoint- 
ments system for all consultations was adopted by only 8 
out of 321 practitioners (2%) in the N.H.S. and by 5 out of 
12 private practitioners. Among the N.H.S. practitioners 
245, or 76%, arranged appointments for special examina- 
tions or, in some cases, for private patients. 

An appointments system is rarely adopted in general 
practice. A few doctors in the group had tried it. One 
found that “ patients had not the intelligence ” to use it, and 
another stated that “on the whole 5 o’clock means any time 
between 5.30 and 7 in this area.” A doctor wrote: 
“* Appointments system was tried for 12 months. It worked 
well at first, but gradually the work increased up to 50%, 
and the system was abused—discontinued when patients 


complained they had to wait three hours if they had not 
previously made an appointment. Patients phoned at all 
hours of day and night for appointments for next day or 
in two to three weeks’ time.” An appointments system 
was considered ta be administratively impracticable by a 
doctor who replied: “If we worked to an appointments 
system not one of three partners would ever be able to do 
any domiciliary visiting—our staff of three receptionists, 
etc., would have to be doubled, and a telephone exchange 
installed.” 


7. Health Centres 


The Committee asked a group of practitioners whether 
they favoured, or did not favour, health centres as a basis 
for general practice for their areas or whether they were 
indifferent to the subject. Of the 362 who replied, 38% 
were in favour, 53% were against, and 9% were indifferent. 

The majority opposed to the idea of health centres is 
maintained among both the town and the country groups 
and among all the age groups. The reason most frequently 
given for opposing health centres is the fear that such a 
basis of practice would disturb the doctor-patient relation- 
ship. “Health centres would mean the abolition of 
general practice and general practitioners. Space does not 
allow me to make this point clear, but it may suffice if I 
say the purpose of a doctor in a community is but little 
understood by the advocates of ‘ clinics and health centres.’ 
We are little removed from the witchcraft of primitive 
societies, and to help the people to a way of life we should 
be with them, not apart, or separated by official centres.” 
“Group practice—yes, but the essential of the G.P. is to 
see and advise his patients in his own surgery. The develop- 
ment of health centres and clinics, etc., would tend to take 
the patient away from the family doctor, who should be the 
friend and companion of his patients and not deal with 
them as mere numbers. The development of health centres 
is bound to make the contact impersonal.” 

The reason most frequently given by those who support 
the idea of health centres is that they would enable the 
doctor and his family to have more privacy in their own 
home. 

Twelve doctors who replied that they were in favour of 
health centres added qualifications ; for example, provided 
that the centres were conducted by the doctors themselves 
and not by an outside authority, or that they were better 
equipped than the average individual surgery. Three of 
them thought that, while health centres might raise the 
standard of medical practice, they might do so at the ex- 
pense of the doctor-patient relationship. 

Among those who were indifferent to the idea, a doctor 
wrote: “I do not think health centres would benefit the 
patients. They would enable G.P.s to have more leisure 
and their wives more freedom ; but we would have to pay 
heavily for this (in cash). In this area any G.P. can have 
what leisure he wants, because there is no professional 
jealousy and we all willingly see each other's patients, etc., 
as it is now, and has been for many years.” Another re- 
plied: “The answer depends too much on what solutions 
are found for other problems.” 


Vil. WORK AND REMUNERATION IN THE 
NATIONAL HEALTH SERVICE 


Although the Committee is not concerned with the 
actual amount of remuneration paid to general practi- 
tioners working in the N.H.S., it has endeavoured to 
obtain information on some aspects of the relation of 
professional income to services rendered and the effect 
of any inadequacy of income on the practitioner’s 
efficiency. 

It must be emphasized here once again that the 
inquiries from which these figures were obtained took 
place before the announcement and application of the 
Danckwerts award and of the recommendations of the 











——— 





pi ee 


eieenad 


-= 


126 Sept. 26, 1953 


POSTAL INQUIRY AMONG G.P. PRINCIPALS 





SUPPLEMENT To THE 
BRITISH MEDICAL JOURNAL 





Working Party on the calculation and distribution of the 
Practitioners’ Pool. It seems probable that the changes 
recently introduced will have affected these figures very 
considerably and will have restored, at any rate in part, 
some of the imbalances which they show. 


1. Unnecessary Demands for Services 


The series included three questions dealing, in a general 
way, with the amount of work required of practitioners 
in the N.H.S. The first asked a group of general practi- 
tioners whether unnecessary demands were made upon 
their time and services. Of the 351 who replied, 53% 
feel that excessive demands are made upon them to a 
considerable degree and 41% to a less degree. 

Most of the practitioners who added comments stated 
that the excessive demands consisted of requests for 
treatment for trivial conditions and the demand for visits 
when the patient might be expected to attend the surgery. 
The next most frequent kind of excessive demand was 
the clerical work involved in issuing certificates and other 
forms. Some practitioners were especially irritated by 
the hindrance to their rounds when they were asked to 
prescribe for members of the family other than the 
patient visited, or when “ buttonholed” by neighbours 
of the patient. To others the particular annoyance was 
the calls made unnecessarily late in the day or calls 
during the night which could wait until the morning. 

Five doctors replied that there were a few unnecessary 
demands, but no more than before the introduction of 


the N.HLS. 
From among the examples of unnecessary demands 
given by the doctors replying, three may be quoted: 


“One Sunday in the middle of my lunch I received a 
message to come at once to a man who does get attacks of 
asthma. I left my meal to ruin and went immediately. His 
wife opened the door, looked rather startled, and said, ‘I 
am sorry, we did not expect you yet, and he has gone out 
to have a drink.’” 

“A patient attended at home with slight bronchitis sent 
for me two days later to ask was it in order for him to eat 
meat.” 

“ Another woman asked me to visit her and wanted me, 
before doing so, to phone some of her friends in a town 
over twenty miles away and tell them she would not be there 
that day.” 

Several doctors made an estimate of the unnecessary 
demands on their time and services. One found that 
5-10% of his patients were persistent offenders. Higher 
estimates include the following: 


“50% of my ‘visits’ could attend the surgery, and 30% 
would never have seen a doctor if they had to pay.” 

“ There is no doubt that 85% of the patients I see do not 
require medical attention.” 

“The practice has varied little in numbers for which it 
is at risk, yet I previously ran it alone, and now have a 
partner doing a full share of work and I give three times 
as many consultations and do twice as many visits as 
formerly. The increase is due to the influx of children and 
formerly uninsured women.” 

“ At least 50% of my work in the surgery could be done 
by a qualified nurse.” 


Four doctors had disciplined their patients successfully, 
but another stated that he had lost patients since he had 
become firmer with them. One wrote: “I have tried 
to drill my patients, and I find that the exhibition of the 
B.M.A. notice on timing and urgency of calls is very 
valuable. This notice should be put up in every waiting- 


room.” Two found that unnecessary demands were 
reduced or eliminated through the help of a full-time 
secretary-receptionist or caretaker. 

Two doctors mentioned the importance of recognizing 
that a condition which might seem trivial to the general 
practitioner might appear serious to the patient. “ This 
is a difficult problem. We should not discourage patients 
consulting us with early symptoms of grave conditions. 
The average patient is not competent to decide the signi- 
ficance of certain symptoms.” 

The continuity of the insurance form of practice was 
mentioned. One doctor wrote: “In my district ‘Club’ 
medicine has been practised for many years, and both 
doctors and patients have become acclimatized to con- 
ditions rather similar to the present. The Health Service 
is not such a novelty to these patients as to those whose 
medical care was governed by financial factors.” On 
the other hand, another replied: “ This practice was 
almost entirely covered by colliery schemes or doctors’ 
clubs before N.H.S., so the increase is not due to in- 
creased availability of attention without direct payment, 
but to an attitude that ‘It’s there for nothing, and that’s 
what the doctors are for.’ Tendency has much increased 
under N.H.S., and they will not bandage a cut finger for 
themselves.” 


2. Ex-Private Patients 


It is sometimes alleged that many unnecessary demands 
come from those patients who formerly paid private fees 
for the services they required. The Committee there- 
fore asked a group of practitioners: ““ Have you experi- 
enced any increase or decrease in the number of services 
required in the N.H.S. by patients who, before July, 
1948, were your private patients ?” Replies from 355 
were as follows: 


Replies Total x 

No ‘ - a - _ 20 6 
Increase slight » a - = - 74 21 
Increase considerable sia Be -. 208 < 62 
Decrease slight .. ° os wa oe 7 — 2 
Decrease considerable sits os 3 “ — 
Not in the practice before July, | 1948. i 32 9 
Answer irrelevant - ae 1 _ 
Total rep'ies .. om os «« 36a 100 


3. Relation between Income and Organization of Practice 


A group of practitioners were asked whether they were 
able to organize their practices in the way they desired 
on the amount of remuneration they received. Their 
replies, which should be related to the summaries in 
Section VI (2), show that 72% of the 338 practitioners 
replying are handicapped by financial inability to 
organize their practices as they would wish. The most 
serious handicap is the absence of secretarial and other 
non-medical help. Others are unable to afford improve- 
ment or extensions of surgery or waiting-room accom- 
modation or to buy new equipment, while some are 
unable to employ an assistant. 


4. Effect of Financial Anxiety on Efficiency 


A group of general practitioners were asked whether 
the efficiency of their practice was disturbed by personal 
anxiety about finance. A few of those who replied “ No” 
seemed somewhat shocked at such a suggestion, but the 
number who replied in the affirmative shows that some 
reduction of efficiency on this ground does occur. 

Of the 360 who replied, 64% feel that their efficiency 
is impaired, to some degree, by personal anxiety about 
finance. The causes of anxiety most frequently men- 
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tioned amongst the numerous comments were the heavy 
overhead expenses and the fact that too large a list has 
to be accepted in order to maintain income. 

The following quotations have been selected to illus- 
trate the comment: 

“ A continuing sense of frustration due both to the inade- 
quacy of the capitation fee and to the uncertainty of the 
amount paid at any quarter (the sum may vary up to £25 
for the same number of patients). The increasing cost of 
living plus anxieties about finding the money for children’s 
education in an underpaid and overworked profession.” 

“ My List is 2000+. 
or secretary. My telephone charge to ring the nearest 
hospital is 4d.—I would often like to ring the hospital and 
inquire from the house-surgeon if my diagnosis is con- 
firmed. I cannot truly afford this. I would very much like 
to attend a monthly clinical meeting or medical dinner. 1 
cannot afford to do this.” 


5. Size of Doctors’ Lists 


In view of the frequent complaints that many general 
practitioners in the N.H.S. have more patients on their 
lists, often for financial reasons, than they can efficiently 
care for, the Committee asked a group of practitioners 
for how many patients, both N.H.S. and private, they 
were at risk at the present time and how many they 
thought they could look after efficiently and to their 
satisfaction. They were asked, in estimating the latter 
figure, to disregard any consideration of remuneration. 
The optimum size of list for any particular practitioner 
will, of course, depend upon many factors, including the 
doctor’s own temperament and skill, the age distribution 
of patients, the kind of district, and whether midwifery is 
undertaken. 

The number of practitioners who replied to this ques- 
tion was 344, or 71% of the 487 addressed. The infor- 
mation provided is tabulated below. In analysing the 
present size of lists of practitioners in partnership, the 
average number per partner has been taken where it is 
clear that the number given by the practitioner applies 
to the partnership as a whole. 


(i) Number of Patients at Present Time 





I cannot afford a part-time dispenser- 











(a) N.11.S. and Private (b) N.H.S. Patients (c) Private Patients 

No. Total} °% No. Total] % No. Tota'| % 

Under 1,000 19 § | Under!.000| 76 | 8 | Under 100 | 226 | 65 

1,000-1,999 67 | 20 | 1,000-1,999 66 | 19 | 100-499 .. 92 | 27 

2,000-—2,999 115 3 | 2,000-2,999 | 115 | 33 | 500-999 .. 13 4 
3,000 and over | 143 2 | 3,000 and 1,000 and 

° over .. | 137 | 40 over .. 5 1 
Unable to 

estimate 8 3 

Total .. | 344 1100 Total .. | 344/100} Total .. | 344 /100 





























(ii) Optimum Number of Patients 











Town Country 

No. Total} % No. Total| % 

Under 1,000 ‘a 1 — Under 1,000 ie — — 
1,000-1,999 ms 16 7 1,000-1,999 .. a 20 18 
2,000-—2,999 .. | 136 59 2,000-2,999 .. sca 75 67 
3,000 and over = 77 33 3,000 and over i 15 13 
Answer indefinite .. 2 1 Answer indefinite .. 2 2 
232 100 112 | 100 























(iit) Comparison between Optimum and Present Numbers 


Optimum Total © 
More than now oe ‘i a 115 rer i 34 
Less than now me es ‘i 139 - oa 40 
About the same asnow... =a 86 ia on 25 
No comparison available .. i a re a 1 


Total ee .. 344 oe -» 100 


One doctor states that the optimum list would vary 
according to the standard of service expected: 

“ Under present conditions, about 500 really well; about 
2,500 up to expected standard ; about 4,000—5,000 if fully 
staffed and equipped health centres were provided.” 


A few other notes have been selected for quotation: 


“A maximum of 2,500: beyond this number it is neces- 
sary to be a ‘ business man’ doctor: the visiting speed of 
the 4,000-5,000 doctor is fascinating: he meets himself 
coming out of the house as he is going in. I would like to 
judge some of them by their reports to R.M.O. on R.M.2.” 

“Between 4,000 and 5,000. I have never looked after 
less, and I invite any sceptic to stay with me for a week to 
see if he thinks my practice is efficiently run.” 

“I was able to look after about 2,300 patients by diligence 
before 1948. But now I believe that the number should be 
almost halved for efficiency. For now work is slavery in a 
scatttered area such as this, where, instead of an annual 
mileage of 14,000 miles, I must travel 22,000 miles. Work 
is two to three times as great as before July 5, 1948.” 

“I should say up to 2,200, which with a practice extending 
over 80 square miles of country would mean 35-50 miles a 
day, and from December 1 to end of May some 25-35 
visits a day. I reckon 44 visits an hour, and if I have no 
meals from breakfast to dinner and visit steadily from 
10 a.m. to 6 p.m.—that is, surgery to surgery—34 visits.” 


6. Method of Remuneration 

A group of general practitioners were asked whether 
the capitation fee system worked fairly for them as 
a method of payment, excluding from consideration 
the actual size of the Central Pool. The replies of 345- 
practitioners were heavily in favour of the capitation fee 
as a fair method, for the majority of those giving a 
negative reply and offering alternative suggestions 
favoured some variation of the method. The figures 
were as follows: 


Replies Total % 
ee oa ae im « oa ae a 65 
No “< ies o. oa ie sai 34 
Answer indefinite. . a af 3 ia aie 1 

Total replies a oo «Oe ne -» 100 
Those replying “No” and adding comments are 

classified as follows: “Fof 

No. Total 

(345) 
Some form of sliding capitation fee 33 sa int 10 
Other variation of en fee .. 35 os oa 10 
Item per service ape a 23 os Ber 7 
Salaried service ms a ne 4 aa — 1 
Other methods ae ae “a 13 és ~ 4 
Total ee. 


By adding to the affirmative replies the 68 practitioners 
who, though replying “ No,” nevertheless think that a 
capitation fee should be the basis of remuneration, it is 
seen that about 85% of those replying to the question 
favour the capitation method. 

Although the question excluded consideration of the 
amount of the capitation fee, 13 doctors replying “ Yes ” 
added that the present rate was inadequate, and at least 
four of those replying “‘ No ” showed tha‘ it was only the 
amount of the capitation fee to which they objected. 

The sliding scale of capitation fee suggested usually 
meant a higher rate for the first 1,000 patients or for the 
small list. Two suggested up to the first 2,000. A few 
suggested also a reduced rate over a certain size of list. 
A more complicated scale was proposed by one doctor: 


‘*Payment of £1 10s. per head on first 1 — poe 
” ” next 


” ” ” 
7 oO ” 


” ” 1Ss. ” 
” ” 10s. ” ” ” ” 1 ,000 ” 
7s. 6d. 1 5000 », and over 
Also: an additional 5s. per head | per annum on people under 
16 years and over 65.” 
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The suggestion for a higher rate of capitation fee in 
respect of children, old people, or the chronic sick 
appeared in the replies of six doctors. Variations which 
took into account the factors of seniority or years of 
service were suggested by four doctors. 

Criticism of the mileage scheme was the subject of the 
comment of seven doctors—five in the rural classes and 
two in urban areas. 

Another doctor thinks that urban practitioners should 
receive a higher capitation fee than rural practitioners 
because they work harder, have more surgery hours, and 
see more of their patients. Nine practitioners wished to 
have a fixed capitation fee without deductions, and three 
stated that monthly, instead of quarterly, payments would 
cause them less inconvenience. 

As will be seen from the second table above, 23 doctors 
in the group would like a fee for each item of service. 
Four others suggested a fee per service, paid partly by 
the Government and partly by the patient. 

The “ other methods ” in the second table were usually 
combinations of methods, such as 

a small basic capitation fee, plus a fee for each item of 
service ; 

a basic salary plus a fee for each item of service ; 

a capitation fee plus a small payment by the patient for 
each attendance or visit ; 

a basic salary plus capitation fee ; 

an expenses allowance plus a capitation fee ; 

an expenses allowance, allowance for length of service, 
and a capitation fee. 


7. Recognition of Skill and Length of Experience 

The capitation fee in the N.HLS. is paid at a flat rate 
for each person on a doctor’s list, whatever the doctor's 
age or the length of his experience in general practice 
and whether or not he possesses some special skill in a 
particular branch of medicine. Suggestions are made 
from time to time that the incomes of general practi- 
tioners should be adjusted in some way which will take 
into account variations in these factors. The Committee 
endeavoured to ascertain the views of general practi- 
tioners on this subject by asking a group whether they 
thought that some financial recognition should be given 
to a practitioner in the N.H.S. for (a) special skill and 
(b) length of experience, and, if so, what method they 
would suggest for providing it. The answers of 340 
practitioners were as follows: 

(a) Recognition of Special Skill 





















































Age Groups 
Replies Total} % 25-39 40-59 | 60+ 
Total] % | Total] % | Total] % 
In favour .. | 183 54 50 50 110 55 23 59 
Not in favour .. | 125 37 a4 44 71 35 10 26 
No opinion... 31 9 6 6 19 10 6 15 
Answer indefinite 1 = — _— 1 — — — 
340 100 100 100 201 100 39 100 
(b) Recognition of Length of Experience 
Age Groups 
Replies Total} % 25-39 40-59 60+ 
Total] % | Total] % | Total} % 
In favour oo Dae 65 54 54 | 141 70 26 67 
Not in favour .. 95 28 36 36 51 26 8 20 
No opinion... 23 7 10 10 8 4 5 13 
Answer indefinite 1 — — — 1 — pane jams 
340 100 100 100 201 100 39 100 





























The figures indicate that of the doctors who replied 
54% were in favour of the financial recognition of the 
possession of special skill and 65% of length of experi- 
ence. Many suggestions were offered for the application 
of the idea, some detailed, others very general. A 
number of practitioners who submitted suggestions made 
a reservation that the additional money required should 
not come from the Central Pool. 

Some of those who gave negative replies to one or 
both parts of the question did so because they felt that 
in general practice skill and experience bring their own 
reward through their recognition by patients. Others 
thought that any scheme would be too difficult to apply 
fairly. One replied that “a general practitioner is a 
specialist and should be paid as such.” 

The suggestions most frequently made for methods of 
recognition of special skill were the payment of a fee per 
item of specialist service rendered, with opportunities to 
undertake such work and extra payment for special 
qualifications. 

Two of the ideas for special diplomas or examin- 
ations for general practitioners may be quoted: “ For 
diplomas in medicine I feel that the universities could 
usefully institute an M.D. qualification attainable after 
five years in general practice in which the general prac- 
tice aspect of all branches of medicine is especially 
stressed.” ‘‘ This would be a great incentive to do good 
work. Examinations should be held every three or five 
years in special branches, such as cardiology and chests ; 
paediatrics ; eye, E.N.T., and skins.” 

A higher capitation fee and a bonus or percentage 
addition to remuneration were the two methods most 
frequently suggested for the recognition of length of 
experience. Several practitioners made the point that in 
computing years of service experience in the National 
Health Insurance scheme should be included. ; 

As his suggestion for recognition of length of experi- 
ence one doctor wrote: “ Make 15 years’ G.P. experience 
a sine qua non for election to local medical committee— 
members of which could then be paid a honorarium— 
subject to satisfactory attendance at meetings. This 
would get an experienced body of practitioners actually 
competing for places on L.M.C., which at the moment is 
often run by an enthusiastic few.” 


8. Are Doctors Happy ? 

To one group of general practitioners in the N.H.S. 
the Committee put the question, “ Are you reasonably 
happy and contented in your work?” 

The replies of 345 practitioners indicate that 54% are 
reasonably happy and contented, though a number had 
qualifications to make. Four, who are included under 
“Yes,” made a philosophical distinction: they are happy 
but not contented. The comment on present conditions 
of practice ranges from “ Yes, would not go back to the 
old days for anything,” to “ No. If I could get out to- 
morrow I should.” 

Seven of those who replied “ Yes ” wished to make it 
clear that their answer did not imply that they were 
satisfied with the present rate of remuneration. Other 
reservations included the lack of time for study and’ 
leisure, overwork, and the excessive demands of patients. 
three stated that they were happy in N.H.S. work only 
because they retained a certain amount of private prac- 
tice or hospital work. 

Some similar reservations were made by doctors who 
gave negative replies ; they could be happy were it not 
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for the numerous trivial conditions they were called upon 
to treat. The excessive demands of patients were referred 
to by most of those who gave a reason for their un- 
happiness. The general sense of frustration expressed 
by seven doctors may be illustrated by the following 
answer: “Since the scheme, despite no real change in 
number of patients, my work is increased, my pay much 
less, and I have not the size of practice which I could 
undertake before in that it is financially not worth while 
doing minor surgery and giving physiotherapeutic 
measures and x rays. I feel frustration in my work and 
deplore the deterioration in relations between the patients 
and doctor, who no longer come for advice but for 
authority to gain benefits for which otherwise they would 
have gone elsewhere but paid directly.” Another doctor 
wrote: “I like being a G.P.—I like my work—but con- 
sider conditions have deteriorated since N.H.S. Patients 
have not the same respect—I work harder and am paid 
less.” 

Of those who made a definite comparison with their 
degree of happiness before July, 1948, six replying 
“Yes ” stated that they were not so happy now as before 
the introduction of the N.H.S., and four replying ““ No” 
stated that they were happy before 1948. One of the 


latter wrote: “I was very happy in my work prior to. 


the New Health Act. The soul went out of medicine in 
July, 1948.” 


9. Effect of N.H.S. on Interest in Practice 


Another group of general practitioners were asked 
whether they experienced any sense of gain or loss of 
interest in their work now as compared with the years 
before July, 1948. 

Of the 341 practitioners who replied to the question 
56% feel some degree of loss of interest in their work 
since the introduction of the N.H.S. This result may be 
compared with the replies to the preceding question. 
The comment suggests that one of the chief reasons is 
that the proportion of time spent on the treatment of 
trivial conditions and on routine work is so great that, 
in the words of one young doctor, “ only rarely do I feel 
I am really practising medicine.” Other reasons given 
are the changed attitude of patients, the loss of interesting 
cases to the hospitals, the lack of time for reading, and 
the lack of opportunity to continue special interests. An 
illustrative general statement was the following: “ It has 
been chiefly loss. One tends to be more mechanical in 
one’s attitude to patients. The undue proportion of 
trivial complaints, ‘ mass’ consultations, and the feeling 
of being imposed upon for semi-medical articles have 
tended to make one a little ‘sour.’ On the other hand, I 
have been glad of the opportunities to prescribe much- 
needed preparations for people who could not previously 
afford them. In this practice, generally speaking, 
patients have behaved very fairly and there is still a good 
spirit prevailing between doctor and patient. I have been 
determined to preserve it, to prevent complete frustra- 
tion.” One doctor added to his reply: “ Loss, yet not 
‘loss of interest’; it’s just a Joss—that one can’t satisfy 
oneself, with everything so busy.” 

Among those who have experienced a gain of interest 
is a doctor who wrote: “I consider that closer contact 
with the family as a unit obtains under the N.H.S. and 
that this creates a warmer and better climate in which 
to work.” Relief from financial considerations and book- 
keeping was mentioned by two practitioners. Another 
has found a new interest in his trainee assistant. 
“Through the N.H.S. I am enabled to employ a trainee 


assistant, which has given me a new interest in intro- 
ducing the newly qualified to general practice, and I 
benefit from his new ideas.” 


Vl. THE CONTINUOUS EDUCATION OF THE 
GENERAL PRACTITIONER 


1. Local Facilities for Postgraduate Education 


The Association’s Report on “General Practice and 
the Training of the General Practitioner” defined the 
postgraduate education of the established general prac- 
titioner as “a continuing process, extending throughout 
the practitioner’s active life, whose object is to preserve 
and increase his technical competence and to provide a 
continuing contact with hospital practice and with 
advances in the diagnosis and treatment of disease.” The 
Committee asked a group of practitioners some questions 
designed to ascertain whether local facilities for post- 
graduate education were available to them, whether they 
took advantage of such facilities as there were, and 
whether they wished for more facilities, and, if so, of 
what kind. The information obtained from 320 practi- 
tioners is summarized below: 


1. Facilities Available Locally 














(a) Clinical Meetings and Lectures (6) Local Courses 

Replies No. y 4 Replies No. % 

None ne js 27 8 None - os foe 48 

Occasional .. -. | 185 58 Available .. oo | eae 48 

Frequent .. .. | 100 31 No reply to this part | 11 4 

Available (unquali- 

fied ne oa 6 2 
No reply to this part 2 1 

Total .. | 320 100 Total rec 100 




















2. Use Made of Local Facilities 











Replies Total 4 

Used occasionally és 155 48 
» frequent! a6 67 21 
» (unqualified me 10 3 
Not used os a 79 25 
No facilities .. a 5 2 
No reply to this part .. 4 1 
Total .. 320 100 











Of the 79 practitioners who did not use the facilities 
available 54 gave as the reason lack of time or pressure 
of work. Distance was the difficulty for 10 practitioners, 
and for 15 the times of meeting were inconvenient. 

One doctor complained that general practitioners are 
not notified of opportunities, and another suggested that 
the Secretaries of B.M.A. Divisions might help by issuing 
local news sheets of forthcoming meetings and courses. 

Eleven doctors did not find what they wanted in local 
arrangements. Two thought that direct consultations 
on their own cases were of more value than organized 
instruction. Four preferred to attend courses away from 
their own areas. “ A fortnight’s intensive course at one’s 
old medical school or hospital (with locums provided) is 
a much more satisfactory way of doing postgraduate 
work, and is a greater stimulus to learn and put the 
lessons into practice than any number of half-daily 
sessions or lectures at local hospitals, many of the 
staffs of whom are not accustomed to any serious 
teaching.” 

Criticism of the standard of teaching came from three 
practitioners: 

“I endeavour to keep up to date. There is not time to 
take advantage of all opportunities to learn. Many lecturers 
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hand out material that can be got from standard texts at 
home. What is needed is not spoon-feeding at medical 
students’ standard, but new approaches.” 

“ Apart from meeting other doctors (the chief reason for 
going to such meetings), I learn as much from the weekly 
refresher articles in the British Medical Journal. The 
courses I have attended are too like the rounds when a 
medical student, and frequently out of touch with the pro- 
blems of general practice.” 

“We used to have consultants with whom we consulted 
and by whom we were taught. Now we only have specialists 
who have no time to consult or teach even if we had time 
to consult and learn.” 

To a further question asking whether more local 
facilities were desired, 62% replied “ Yes,” and 31% 
replied “ No.” 

Of those who specified the kind of facility they desired, 
the majority needed some kind of clinical meeting. Thus 
92 wanted clinical meetings, 54 hospital work, and 28 
local courses. 

Several practitioners emphasized the need for a clinical 
approach to ali subjects of lectures, for the inclusion of 
the common conditions seen in general practice, and for 
the demonstration of cases of interest to general practi- 
tioners, including “ general-practitioner cases” as well 
as hospital patients. One suggested lecture-demonstra- 
tions locally on the lines of the refresher courses in the 
British Medical Journal, and another similar suggestion 
was that there should be half-day “ courses” on specific 
subjects, with instruction in the most. recent develop- 
ments. 

One doctor made the point that clinical meetings 
should include free informal discussions with the hospital 
staff ; and another replied: “I would like to have more 
clinical meetings with the local and personal factors 
emphasized—for example, based on a regional hospital 
with consultants and G.P.s using that hospital engaged 
in joint consultation re their own cases, rather than 
the more formal academic discussions which usually 
prevail.” 

The variety of times suggested for meetings—after- 
noons, evenings, week-ends, Sunday morning, summer 
time—indicates the importance of consultation between 
those responsible for arranging programmes and the local 
general practitioners. One doctor suggested that “ direct 
teaching should be given at more than one hospital on 
more than one evening a month, so that if one is engaged 
on, say, a Wednesday one can get a tutorial on a Thurs- 
day. Meetings should not clash with one’s surgery 
hours.” 

The most favoured forms of teaching through hospital 
work were ward rounds (13 replies), clinical assistant- 
ships (10), and attendance at out-patient sessions (10). 
Twenty practitioners desired more association with 
hospital work and closer liaison with consultants. The 
desire for continuous education through hospital contacts 
is illustrated by the reply of a doctor who wants “ per- 
sonal contact with doctors in hospital, socially as well as 
professionally, with a feeling of freedom to move about 
the hospital,” and by the doctor who wrote: “ Doctors 
should be able to go to out-patient clinics at times suit- 
able to themselves and be given tuition and be able to 
take part in the session.” 

A few novel ideas were put forward, including the 
following : 

“I suggest consultants spend an occasional half-day with 
a doctor, seeing, say, a morning surgery and a morning 
round.” ‘ 


“IT would like to collect all my difficult cases at one 
surgery, about once a month, and have a physician go over 
them with me, showing points in detection of physical signs, 
etc.” 

“Continuous postgraduate education of the G.P. should 
be a duty of the regional hospital board. Each physician 
should have a number of G.P.s allotted to him. The physi- 
cian would arrange for regular frequent meetings. He 
would keep his G.P.s in touch with all advances in diagnosis 
and therapeutics, he would be available to discuss with G.P.s 
their difficulties and problems. He would arrange for his 
other colleagues (E.N.T., obstetrics, paediatrics, etc.) to keep 
G.P.s familiar with their side of the picture.” 


2. Special Interests of General Practitioners 

A group of general practitioners were asked whether 
they had any special interests within the scope of general 
practice, and, if so, whether they were able to pursue and 
develop those interests. The replies of 271 practitioners 
indicate that 54% take a special interest in some par- 
ticular branch of medicine within the scope of general 
practice, but only one-third of these are able to develop 
their interest. 

The branch in which the greatest number. of practi- 
tioners take a special interest is midwifery, which was 
given by 51 practitioners, and 8 gave gynaecology. Then 
came paediatrics (18), anaesthetics (16), minor surgery 
(13), general medicine (9), psychiatry (8), cardiology (6), 
tuberculosis and chest diseases (6), and dermatology (5). 

The main reasons for the practitioners being unable to 
develop their special interests are lack of time (33 replies) 
and lack of access to hospital beds and facilities (36). 
In midwifery there was also the lack of cases owing 
to bookings with midwives and attendances at local 
authority clinics. A doctor who is interested in obstetrics 
wrote: “I am able to practise only within the range of 
my own practice. I would favour a scheme in which a 
general practitioner interested such as I am would 
receive what one might call local consultant status, and 
thereby be given the opportunity to help with the 
more difficult cases of one’s colleagues. One’s experi- 
ence and skill would thereby increase. I hold the 
D.Obst.R.C.O.G., but under the present scheme this is 
not much advantage to me, as officially one receives no 
added recognition or status.” 

Several practitioners complain that they are unable to 
obtain hospital appointments necessary for the develop- 
ment of their interests, and some who hold special quali- 
fications are unable to make use of their knowledge. For 
example: “I possess M.R.C.P. and am interested in 
general medicine. I have no access to x-ray investiga- 
tions or pathological ancillaries, which I have been 
trained to interpret. I have time in my work to pursue 
any interest I may have owing to group practice 
organization, but no hospital connexion. This would add 
interest to my work.” 


3. The General Practitioner’s Reading 

An important part of the continuous education of the 
general practitioner consists of his own reading. In 
order to obtain some information about the extent to 
which practitioners make a habit of reading medical 
literature, the Committee asked a group to classify them- 
selves under the most appropriate of three categories ; 
322 replies are tabulated on the next page. 

Some of the practitioners slightly amended the word- 
ing to suit their positions. The question of time arose. 
Ten of those who replied under Category C gave as a 
reason the lack of time, and six in Category B stated 
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that they found it difficult to find time for regular read- 
ing. Two others in Category C stated that they had read 
more before the introduction of the N.H.S. “ Before 
the 1948 Act I managed to read a reasonable amount of 
medical literature, but now it’s a quick look through 
the B.M.J.” 


IX. INTERESTS OF GENERAL PRACTITIONERS 
OTHER THAN CLINICAL MEDICINE 

The Committee thought it would be useful to include 
in its survey a question concerning the general practi- 
tioner’s non-professional activities and his participation 
in what are known as medico-political activities which 
affect the profession as a whole. It asked a group of 
practitioners in the N.H.S. to compare the part they now 
take in medical politics, local politics, other communal 
activities, and hobbies with the part they took in them 
before July, 1948. Of the 339 practitioners who returned 
their forms 303 replied to one or more parts of the ques- 
tion, and 36 were not in practice before July, 1948, and 
therefore could not compare. 























The figures above show that over half of the practi- 
tioners replying take some part in medical politics and 
in various communal activities, but only 13% participate 
in local politics. Since July, 1948, one-third of them 
have taken a greater part in medical politics, but at the 
same time a similar number have reduced their com- 
munal activities. 


Doctors’ Hobbies 


Gardening is the doctor’s most popular hobby accord- 
ing to this survey, for it was given by 115 of the 254 
practitioners who responded to the Committee’s invita- 
tion to state the nature of their hobbies. Next in order 
came golf (87), reading (44), music (36), tennis (35), 
motoring (27), photography (27), shooting (24), sailing 
(23), and fishing (22). Other hobbies which claimed 
smaller numbers of devotees ranged over a very wide 
field, from plumbing to philosophy, from mountaineer- 
ing to small pet dogs. ; 

The replies show that since the introduction of the 
N.H.S. 70% of the doctors replying have had to reduce 
the time they can devote to their hobbies. Twenty-seven 
stated that they had no time for hobbies. 


THE COMMITTEE’S REPORT 


I. THE GENERAL PRACTITIONER IN THE HISTORY 
OF THE MEDICAL PROFESSION 


1. The survey published in the opening pages of the 
Journal, and the postal inquiry preceding this report, pre- 
sent a picture of the general practitioner and his work at 
a particular period—the year 1951-2. It is appropriate 
to recall briefly how the general practitioner came into 
being and how he and his function have developed in 
relation to other branches of medical practice. 

2. It is unnecessary for the present purpose to go 
further back into history than fifteenth- and sixteenth- 
century England, when the differentiation between the 
status and functions of surgeons and physicians was first 
clearly established in the rise of the Company of Barber- 
Surgeons and the Royal College of Physicians. A third 
group of practitioners was recognized in 1617, when the 
apothecaries, originally those members of the Company 
of Grocers who sold drugs, severed their association with 
the grocers and obtained a separate charter as the Society 
of Apothecaries. 

3. The apothecary may be regarded as the ancestor of 
the modern general practitioner and the family doctor. 
Members of the new society prescribed as well as sold 
drugs, and, as their practice developed, they made con- 
siderable encroachments on the sphere of the physicians. 
The latter, who were cultured men moving in the highest 
circles, confined their practice largely to those who could 
afford to pay fees, and worked in the hospitals, while the 
apothecaries, less educated and inferior in social standing, 
practised among the poorer members of the public. The 
difference between the two groups was one of education, 
standing, and extent of knowledge and facilities rather 


than of essential function. In 1815 the Society of 
Apothecaries received the legal right to grant licences for 
the practice of medicine throughout England and Wales, 
and in 1858 its licence was made registrable equally with 
university degrees and the diplomas of the Royal Colleges. 


4. The Apothecaries Act is important in the history of 
general practice, for it gave legal recognition to a body 
of practitioners who had hitherto existed on sufferance. 
It laid down regulations for apprenticeship and for 
examination in Latin, pharmaceutical chemistry, materia 
medica, and the theory and practice of medicine. Surgery 
and midwifery were not included, but licentiates 
frequently obtained the membership of the College of 
Surgeons, and the usual qualification of this class of 
practitioner became “M.R.C.S., L.S.A.” The term 
“ general practitioner ” seems to have come into common 
use soon after 1815. 

5. The best type of English general practitioner in the 
mid-Victorian period was described by Sir Clifford 
Allbutt in 1920 in his presidential address to the British 
Medical Association: “* His university . . . was nature ; 
in his clinical experience he enriched the instruction, 
half empirical, half dogmatic, of his medical school by 
the shrewd, observant, self-reliant, resourceful qualities 
of the naturalist. His science and his practice were of 
the naturalist, not of the biologist. In my early days a 
country drive with such a doctor used to be one of the 
rewards of the consultant ; and a bedside talk with him 
a lesson in quickness of wit and hand, and of instructive 
inference and prognosis ; his rules of thumb were not 
without their efficacy, and his flair for the issues of 
disease marvellous.” 
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6. The general practitioner was steadily gaining ground 
during the period of the great reforms of the nineteenth 
century and the period of social revolution. His stan- 
dard of education, both general and technical, improved. 
In 1832 a general practitioner, Charles Hastings, founded 
what was to become the British Medical Association. 
In 1859 the Royal College of Physicians, which had 
hitherto concerned itself only with the consulting 
physician, instituted a new class of licentiates with the 
right to dispense medicines for their own patients. The 
general practitioner now also began to take university 
degrees. Before the end of the century his function in 
medical practice had become clearly recognized. He was 
the family doctor, the personal medical adviser of his 
patient, exercising continuous responsibility and calling 
in specialist assistance when it became necessary. 

7. The result of the various developments and reforms 
of the nineteenth century was to weld all medical prac- 
titioners into a single profession of medicine, but even 
while that unity was being achieved other forces, some 
of them outside medicine, were threatening the profes- 
sion with disintegration of a different form. The 
increased momentum of these forces is one of the most 
difficult problems facing the profession to-day. Two 
main influences may be distinguished. First, the rapid 
growth of scientific knowledge, which, having extended 
the potentialities of medicine to undreamed-of horizons, 
necessitates specialization in particular fields of practice. 
Secondly, the, interest of the State in the health and 
welfare of the people has led to the public provision of 
medical services. 

8. These factors must be accepted as inevitable in 
modern society, but their effect on general practice has 
not been wholly good. The growth of specialism in the 
profession has tended to transfer to the hospital some 
parts of the general practitioner’s work and to deprive 
him of these personal contacts with practitioners in other 
branches of practice which had come to mean so much 
to him. At the same time, however, it is recognized that 
the growth of medical knowledge has placed in his hands 
the means of treating at home conditions which formerly 
could only be treated in hospital. 

9. The interest of the State in medical practice 
made its first impact on general practice in 1911 
with the National Health Insurance Act, which 
introduced a third party into the relations between 
doctor and patient. The doctor’s “list” and the capita- 
tion fee, applied then to the lower-income groups of 
wage-earners, have now been applied to the whole 
population, with the result that the environment of 
medical practice has changed from mainly private prac- 
tice to mainly State practice. This change in itself is not 
necessarily a disadvantage, but certain fears for the 
future of good medicine have been felt. One is that the 
general practitioner working in a State scheme may be 
so overloaded with non-essential and administrative 
duties that his clinical enthusiasm may be curbed and 
consequently the field in which he exercises it may be 
contracted. Another is that administrators may tend to 
regard administration as of more consequence than the 
service they administer. Administrative convenience 
may sever the various branches of medical practice and 
so aggravate the isolation of general practice which 
specialization in medicine has already begun. 

10. State activity in connexion with medical practice 
has also affected the attitude of the patient towards the 
doctor. With the increased literacy of the population 
medicine has naturally lost something of its mystery, but 


some doctors feel that they are losing professional status 
in the eyes of their patients. The patient tends to come 
not for advice but for a tangible return for his contri- 
bution—namely, the “ bottle of medicine.” It has been 
said that Mr. Lloyd George introduced the “ bottle of 
medicine habit” in 1911. A love of medicine is perhaps 
ingrained in human nature, whether it be the charms of 
primitive medicine, the pills and potions of the early 
modern period, or the bottle of medicine of the twentieth 
century, but the danger of the present attitude is that the 
patient is coming to regard the general practitioner not 
as his adviser but as a person to give prescriptions and 
certificates and to refer to a specialist any illness of more 
than a minor nature. It may be replied, of course, that 
if this happens the doctor is himself partly to blame 
because he fails to exercise proper discipline in his 
practice. 

11. Besides the central government, local government 
authorities, since the Public Health Act of 1875, have 
concerned themselves with the prevention and treatment 
of disease. They have certain statutory duties to fulfil— 
for instance, the notification of disease and the control 
of infectious diseases—but they have also provided 
services which general practitioners feel encroach upon 
their sphere and attract patients away from the surgery 
to the clinic. It is true that some of these services, such 
as the school and maternity and child-welfare clinics, 
were originally instituted by the local authority because 
general practitioners displayed no desire to undertake 
the preventive work required, but the important fact is 
that there has been antagonism and division of respon- 
sibility where there should have been co-operation and 
integration. 

12. It is the cumulative repercussion on general prac- 
tice of all these events and developments which has made 
the general practitioner of to-day apprehensive of his 
fate. This uncertainty has been illustrated in numerous 
aspects of the Committee’s survey, and it points to the 
need for a more precise understanding by the profession 
itself, by official quarters, and by the public, of the 
function of the general practitioner, the range of his 
practice, and the difference between medicine as prac- 
tised in the home and as practised in hospitals. The 
terms of service of general practitioners in the National 
Health Service are, of course, under constant review by 
the General Medical Services Committee, which, in con- 
tinuing the work of its predecessor, the Insurance Acts 
Committee, has already made a very substantial con- 
tribution to the improvement of general practice in the 
National Health Service. The recent establishment of 
the College of General Practitioners has also been noted 
with interest. 

13. The general practitioner to-day holds a more 
important place in medicine than ever before, and the 
nation is receiving from him a more valuable service than 
ever before. With the modern aids to diagnosis and 
methods of treatment which the advance of medical 
knowledge has placed in his hands, sick people are 
restored to health and activity in a shorter period than 
formerly, and they can be treated, for a very wide range 
of conditions, in their own homes without the expense 
and disturbance of entering hospital. Moreover, the 
general practitioner is the only person whose view ranges 
over the whole complex field of modern practice. He 
selects, on behalf of his patients from his knowledge of 
the scope and potentialities of all the special branches of 
medicine, those services and those specialist practitioners 
most suitable for the individual needs of the patient. 
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14. Thus the humble apothecary, obscure and unrecog- 
nized, has evolved, by the sterling worth of his character 
and the work and the progress of knowledge, into a 
highly trained and indispensable practitioner upon whose 
care for his patient in the home rests the whole edifice of 
modern medical practice. 


Il. THE GENERAL PRACTITIONER AS AN 
INDIVIDUAL 


15. The foundation of general practice is the mutual 
trust and confidence between the individual general prac- 
titioner and the individual patient. Each of them makes 
a contribution to this relationship, the precise nature of 
which will vary with the characters and temperaments of 
each. There are, however, certain personal qualities, 
many of them inborn, which most good general practi- 
tioners possess or acquire and which lead a man or 
woman to choose medicine, and more especially general 
practice, as a career. Conversely, general practice makes 


on the practitioner certain demands, both physical and — 


mental, which call for the highest standards of personal 
character. 

16. General practice requires in the practitioner, to a 
higher degree than many other fields of human activity, 
a sense of vocation. This call to a medical career may 
be felt at an early age, or the possession of the special 
aptitude and personal qualities required for general prac- 
tice may be discovered only after a period of actual 
practice. The sense of fitness is most felt by the doctor, 
perhaps, in the patient’s attitude and approach to him— 
in the confidence and trust with which the patient pours 
out his troubles to the doctor, and the consolation or 
courage which is seen to derive from the consultation. 
The doctor feels his power to cope with his patients’ 
problems and to allay their anxieties, even when these 
are unexpressed. 

17. The Cohen Report contains in paragraph 43 a fairly 
comprehensive survey of the personal qualities of the 
ideal general practitioner. It may usefully be recalled 
here: “An enumeration of the desirable personal 
qualities of the ideal general practitioner reveals that only 
a superman could possess them all. He should have in- 
exhaustible tact, wisdom, patience, discretion, and that 
‘imperturbability ’ which Osler placed in the forefront 
of the qualities of a physician or surgeon. He needs to 
be gentle, yet firm in speech and action, and his manner 
must inspire confidence and trust.- He should have a 
kindly, humane approach to his patients and, however 
pressed he may be for time, each patient should be made 
to feel that his illness is of real concern to the doctor. 
The general practitioner needs a deeply imaginative sym- 
pathy which enables him to understand his patients’ 
fears, anxieties, pain and discomfort. . . . The general 
practitioner is all things to all men; he is guide, philo- 
sopher, and friend to patients of all classes, and shows 
himself equally at ease with the duke and the dustman, 
the bishop and the boilermaker. Such ‘bedside’ 
qualities must be supplemented by sound medical know- 
ledge and efficient practical work, and the practitioner’s 
art must be applied through scientific methods—obser- 
vation, discrimination, selection, diagnosis and decision. 
His general conduct in professional and private life 
should be guided by high moral principles, and in his 
practice he should adhere steadfastly to the spirit of the 
Hippocratic Oath.” 

18. The Committee would lay stress on the qualities of 
versatility and adaptability in dealing with a wide variety 


of situations, resilience in accepting with equanimity 
occasional failure and rebuffs, and a physical constitution 
to withstand the rigours of climate. 


19. The general practitioner, in common with other 
members of the profession, must be trustworthy and 
possess integrity and a sense of honour and duty. He 
must be a “ gentleman ” in that broad sense of the term 
which, though undefinable, is nevertheless recognized by 
everyone. Insistence on the sterling and irreproachable 
character of entrants to general practice is important, for 
any weakening of the moral tone of the profession may 
damage the unique relationship between doctor and 
patient. Perhaps extra vigilance is needed at the present 
time, when, as is commonly acknowledged, the values 
placed by society in general upon the practice of religion, 
upon honour, duty, and moral rectitude are less strict 
than two or three generations ago. 


20. The general practitioner is the patient’s chosen 
personal medical adviser, and this position is the key to 
his professional function and standing. He is concerned 
for his patient in sickness and in health, and his interest 
continues even if it should become necessary for a time 
for a consultant to assume responsibility for the treat- 
ment of a particular condition. When his patient enters 
hospital the general practitioner does not feel that he 
is therefore divested of his relationship with the patient. 
He expects to know what measures are being taken, and 
perhaps to see his patient in the ward, so that he may 
subsequently resume his active responsibility with all the 
requisite knowledge. His position may be compared, in 
a general way, with the continuous responsibility of a 
ship’s captain, who even when not in direct control on 
the bridge is still concerned for the safety of the ship and 
all those on board. 

21. As personal medical adviser the general practitioner 
provides or obtains for his patient the best available 
diagnosis and treatment. He himself will give a wide 
range of service according to his skill and the facilities 
at his disposal. When he needs specialist help he must 
know where to find the best for his purpose and be able 
to appraise critically what is available. It follows that 
he must know the specialists, preferably personally but 
at least where they are to be found ; he must know’ what 
each can do, and whether their work is fundamentally 
good. General practice is based, in this respect, on a 
series of personal relationships. On the one hand, there 
is the doctor’s patient, with the continuous intimate 
relationship which is found in no other branch of the 
profession, and on the other are the specialists from 
whose ranks the general practitioner selects the help he 
needs for any particular purpose. It is this unique 
position which makes general practice a “special” or 
distinctive branch of practice. The Cohen Report made 
the same point, but it has been misunderstood by many 
readers. General practice is not a specialty in the sense 
that, say, major surgery is a specialty, but it is a distinc- 
tive branch with its own special outlook and problems. 

22. It has been suggested that the general practitioner 
is the “all-rounder” of medical practice. He must 
possess a high degree of resourcefulness and initiative, 
for he has to be able to turn his hand to any medical 
task that needs to be done. He has to be competent to 
cope with influenza epidemics, accidents, aid raids, and 
any kind of unexpected situation ; he must fill the gap 
when there is no one else to do the job ; and he must 
take over when the specialist physician or surgeon can do 
no more for the patient. 
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23. General practice cannot be standardized. Each 
practitioner, within the commonly accepted traditions, 
works out his own methods and organization and his 
own characteristic relations with his patients. He is 
intensely individualistic, and the interaction of per- 
sonality and environment needs full play. For his self- 
realization he must be allowed to choose the type of 
practice in which he can give of his best, whether single- 
handed or in partnership, and whether in town or 
country, and he must be allowed to choose his own 
partners or assistants. The breadth and variety of the 
general practitioner’s culture and non-clinical interests 
are well illustrated by the replies to the Committee’s 
question on hobbies. 


24. The all-round character of the work of the general 
practitioner, the personal relationships which it involves, 
the demand for a sound understanding of human nature, 
and the necessity for the frequent exercise of common 
sense, emphasize the breadth of education needed for 
general practice. The Committee believes there has been 
a fall in the standard of general education of entrants to 
the profession due to premature specialization in scien- 
tific subjects. This may in time have an unfortunate 
effect on general practice, for, of all members of the 
profession, the general practitioner needs the widest 
possible general education. The foundations of a broad 
interest in general subjects must be laid before medical 
training is begun, and the Committee draws attention to 
the recommendations made in the Association’s report 
on “ The Training of a Doctor.” It has heard with satis- 
faction and interest of certain schemes designed to inform 
medical students of the nature of general practice, includ- 
ing those where general practitioners have been invited 
to lecture to students in medical schools and where 
general practitioners have themselves received medical 
students as guests in their practices for instructional 


purposes. 


lil. THE GENERAL PRACTITIONER AND HIS 
PATIENT: THE DOCTOR-PATIENT 
RELATIONSHIP 


25. The patient, who chooses his doctor of his own 
free will, has a right to expect from him the best service 
of which he is capable. At the same time he himself must 
bring to the relationship intelligent co-operation. There 
is no standard by which the doctor-patient relationship 
can be measured, and thus no absolute comparison can 
be made to show the effect of the introduction of the 
N.H.S. There is this difference, however. The fee paid 
by the private patient includes payment not only for the 
doctor’s medical skill but also for the time spent by the 
doctor in suiting his practice to the patient’s convenience. 
Under the N.HLS. the patient is required to conform to 
a certain amount of regulation, and, while he may well 
expect to receive the same standard of medical treatment 
as the private patient, he is under an obligation not to 
abuse the Service by making excessive demands on the 
doctor’s time. 


26. There is little doubt that there has been at least 
some deterioration in the doctor-patient relationship. It 
is surprising that there have not been greater difficulties 
when the magnitude of the change which took place in 
1948 is taken into account, and also the extra work with 
which doctors have been faced and the fact that some 
patients appear not to understand that the N.HLS. is a 
medical service and not a “ giving” service. It became 
apparent in the course of the Committee’s discussions 


that there has been less interference with the doctor- 
patient relationship in scattered country practice than in 
industrial practice. The smaller numbers of patients 
and the more numerous channels of contact between 
doctor and patient in such practice as compared with 
urban, particularly industrial, practice accounts for this 
difference. In the country personal knowledge of one 
another is closer and more detailed, and the traditional 
relations are more persistent. The population is more 
static and relations do not suffer, as they do in the towns, 
where loyalties to and preoccupation with mass interests 
count for more than personal contacts. 

27. The Committee feels that the method of payment 
of practitioners may have a direct effect on the doctor- 
patient relationship. There seems little doubt that practi- 
tioners, on the whole, are happier in their relationships 
now that fee-charging and the rendering of accounts are 
almost entirely a thing of the past. Some practitioners, 
however, are finding difficulties in their relationships with 
their patients under the present system because there is 
no payment for individual items of service. Nevertheless, 
the Committee firmly holds the view that where the 
doctor is receiving payment for each individual patient 
by capitation fee, as at present, the relationship is better 
than it would be in a salaried service. Where the 
relationship was formerly sound, the institution of a 
capitation fee has made it sounder. At the same time, 
the possibility cannot be denied that where the doctor- 
patient relationship was defective the institution of a 
capitation fee might well tend to render the link weaker. 
The Committee believes that the institution of payment 
by salary would virtually deprive the patient of free 
choice of doctor. 

28. The majority of practitioners find that their rela- 
tions with the majority of their patients are friendly. 
By most the general practitioner is regarded as a profes- 


sional man and friend. On the evidence from the field ° 


and postal surveys the Committee is satisfied that there 
has been exaggeration in the reports that doctors are 
commonly regarded as servants and officials. There is 
undoubtedly an increased tendency for the general prac- 
titioner to be regarded as a “ supplier of medicaments ” 
rather than a medical adviser. Some say a few patients 
so regard them, and others say many do. As a doctor 
in the postal inquiry wrote: “ At first thought the answer 
would be ‘ many,’ but the recurrence of the ‘ few > makes 
them appear ‘many.’” 

29. In this quotation seems to lie the general answer 
to a series of questions. There is a core of patients whose 
behaviour does not permit the proper functioning of the 
doctor-patient relationship. Their number may not be 
large in any one practice, but they are sufficient to cause 
the doctor irritation and annoyance and to obstruct his 
work. Taken over the whole country, the minority must 
be sufficient to give rise to the general impression that 
the N.H.S. has brought about a deterioration of the 
doctor-patient relationship. 

30. Practitioners were also questioned to see whether 
any of the excessive demand for services which has been 
complained of since July, 1948, came from those patients 
who were formerly the doctor’s private patients and are 
now on his N.HS. list. Most of them have so trans- 
ferred. There is a discrepancy here between the results 
of the field survey and the postal inquiry, though the 
slight variation of the wording of the question may have 
had some effect. In the former the number of doctors 
stating that ex-private patients required a dispropor- 
tionate increase of services was 26%, while 61% of the 
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practitioners in the postal inquiry stated that the 
increased demands from these patients were consider- 
able. In the field survey 16% stated that the increase 
came from a few patients, and in the postal inquiry 21% 
stated that the increased demand was slight. The Com- 
mittee itself was inclined to disagree with statements that 
have been made to the effect that middle-class ex-private 
patients have been making excessive demands on the 
Service. 

31. In both the field survey and the postal inquiry 
there was a heavy majority of practitioners (96% and 
82% respectively) who were in favour of the conception 
of the “family doctor”—one doctor for the whole 
family. The Committee agrees with this majority, 
making allowance for the occasional cases where the 
female members of a family like to have a woman 
doctor, while a male doctor attends the men. The 
majority of women doctors customarily attend whole 
families in the same way as do the men. 

32. While it would appear from the figures collected 
that the doctor—patient relationship is felt, on the whole, 
to be satisfactory, the Committee thinks it desirable to 
set down one or two aspects of this relationship which 
are apt to be overlooked. It is not enough that there 
should be absence of friction or that the doctor shall have 
satisfied the demands of his patients. The ideal doctor- 
patient relationship is dynamic. It needs time for dis- 
cussion and confidence, and the doctor must be prepared 
to take infinite trouble to provide for his patient the best 
available diagnosis and treatment. 

33. It is not wrong to expect financial reward for 
taking trouble, and the financial incentive is an effective 
means of encouraging good work. The attitude towards 
financial reward, however, is changing under the N.H.S. 
Formerly, in private practice, the doctor took an enor- 
mous amount of trouble on behalf of his patient, and 
he did not shirk the difficult or the old or the chronic 
patient, at whose bedside he would sit to give medical 
reassurance and consolation. He hoped he would be 
repaid financially, but he regarded taking this trouble for 
his patients as part of his practice. To-day in the N.HS. 
there is some tendency to secure large lists of the more 
trouble-free and healthy members of the community, and 
doctors are left with no time, and perhaps with less 
inclination, to take trouble for their patients over and 
above the bare minimum required by their terms of 
service. 

34. There are two ways, complementary to each other, 
of overcoming any such tendency, which is bad for 
medicine and bad for the individual doctor, because it 
weakens the doctor-patient relationship. First, a larger 
capitation fee and more competition in the form of free 
choice of doctor may be effective in securing for the 
practitioner his appropriate financial reward, and in 
encouraging him to take trouble on behalf of his patient. 
The investigator in the field survey estimated that, on a 
high standard, at least one in four of those visited, not 
content with discharging to the full their obligations 
under the N.H.S., appeared to be willing to go to great 
lengths in the interests of their patients. 

35. The second way lies in the continuance of a certain 
amount of private practice. Many patients prefer the 
more elastic relationship of private practice, and they 
prefer, for their own reasons, to be independent of 
regulations which may, in their minds, prevent the 
relationship with their practitioner from attaining its 
fullest scope. They wish to be able to approach their 
practitioner without feeling that they are imposing upon 


him in order to discuss their problems with him, even 
though these do not come apparently within the orbit of 
what is normally understood to be medical treatment. 


Private and State Practice 

36. Whether a particular doctor combines private with 
N.H.S. practice is a matter for individual decision, for it 
involves temperament and opportunity. A certain dis- 
crepancy is observed in the results of the field survey 
and the postal inquiry, though the wording of the ques- 
tions differed slightly. The field survey shows that 35% 
of the practitioners like private patients and feel that 
there should always be some in the practice, while in the 
postal inquiry 66% like to include both private and 
N.H.S. patients in their practice, and a further 15% 
would like to have private patients only. Those who do 
not want private patients formed 43% of the field survey 
and 19% of the postal inquiry. On the lowest of these 
figures, slightly more than one-third of general practi- 
tioners feel that private practice has a definite value. 

37. There is room for both N.H.S. and private prac- 
tice. There will always be some practitioners who can 
work best outside a public service, as there will always 
be some who prefer to combine the two. Perhaps most 
of the 66% who replied to ‘the postal inquiry in the 
latter sense wauld echo the practitioner who added: 
“ Because it doesn’t make any difference to me whether 
it is a National Health or a panel patient, or a private 
patient. I am always ready to attend to any ill person 
no matter who it is or whether he can pay or not. I 
think this is our real duty.” 

38. A further question asked practitioners whether 
they thought that the fact that private patients were 
unable to obtain drugs under the N.H.S. had caused 
many who would have preferred to remain private 
patients to claim treatment under the Service. In the 
field survey 50% thought there had been no such effect, 
and in the postal inquiry those who replied “ No effect ” 
and “A few patients only” represented 50% of the 
group. In considering this figure note should be taken 
of the reply of a doctor in the postal inquiry : “ Many 
patients say that but for the drug bill they would be 
private patients, but, if put to the test, I doubt that many 
of them would return to private status ; in my opinion 
it is just a convenient excuse for registering.” 


Relations with other Branches of Practice 

39. In many parts of this Report attention is called to 
the effect on general practice of the inadequate liaison 
between the general practitioner and other branches of 
practice. The absence of personal contact adversely 
affects not only the quality of the service the general 
practitioner can provide for his patient, but it also 
touches the fundamental doctor-patient relationship 
itself. The patient notices when consultants or other 
hospital staff ignore or depreciate his own doctor, and 
this cannot but diminish his trust in his doctor’s com- 
petence and his standing in the profession. 

40. All medical practitioners, in whatever branch of 
practice, have the interests of the patient at heart, but 
some of them fail to realize that they are not serving 
those interests if they permit any action or omission on 
their part to threaten the relations between the patient 
and his general practitioner. This relationship should 
indeed be one of the strongest unifying influences in 
medical practice. The Committee is bound to point out 
that the general practitioner has a responsibility to do 
his share and should respond to such co-operation as is 
offered to him. 
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IV. THE GENERAL PRACTITIONER AND HIS 
PATIENT: THE RANGE OF SERVICE 


41. The Cohen Report discussed in Chapter 3 the nature 
and scope of general practice, and it analysed, so far as 
was possible on paper, the functions and responsibilities 
undertaken by the general practitioner in modern medical 
practice. The General Practice Review Committee, accept- 
ing the description as a fair general statement, has endea- 
voured in its inquiry to ascertain the attitude of individual 
doctors to the various functions and responsibilities men- 
tioned, and whether they felt that the introduction of the 
N.H.S. had had any effect on their ability or opportunity 
to provide their patients with the range and standard of 
service they would like to offer. 


Continuity of Care and General Responsibility 


42. The Committee views with favour any arrangement 
which permits and encourages the generul practitioner to 
maintain a close contact with his patient during his stay in 
hospital. This is brought out to most advantage where the 
general practitioner is on the staff of a local hospital. 
Whereas an operation or the general direction of the 
patient’s treatment is in the hands of a visiting consultant, 
the general practitioner is in the hospital each day and is, 
literally, seeing the patient through the illness. He not 
only bears but is also enabled to carry into effect the 
continuous responsibility of steering the pagient through the 
period of trouble, even though he must enlist the aid of a 
consultant to act as pilot where expert knowledge is essential. 

43. The tendency nowadays is to depart from this ideal. 
There is evidence that, even if the practitioner has time to 
call to see his patients in hospital, he may not be welcome 
and may be regarded as something of a nuisance. So often 
admission to hospital constitutes a break in the contact 
between the doctor and his patient, only to be restored at 
some uncertain date in the future, when the patient is dis- 
charged. Medicine must be practised as a unity, and this 
is an example of what happens when it is not. 

44. It is just as absurd, or even more absurd, that a 
patient should be completely isolated from his own family 
doctor while in hospital as it would be were it decided 
that a consultant should never visit a patient in his own 
home. 

45. It should be an accepted principle in all hospitals 
that reasonable opportunities are provided for general prac- 
titioners to visit their patients from time to time and to 
discuss their progress with members of the hospital staff. 
Such liaison between the general practitioner and the hos- 
pital should be regarded as a necessary part of the practi- 
tioner’s postgraduate education. 

46. In a single-handed practice continuous responsibility 
through a succession of illnesses is obviously exercised by 
the doctor chosen by the patient, even though an assistant 
may attend on occasion, but when a single-handed practice 
is replaced by a partnership a new situation, with both 
advantages and disadvantages, arises. Partnership arrange- 
ments are likely to be such that on some occasions a patient 
will be seen by a partner other than his own doctor, and 
the larger the partnership the greater the care necessary to 
preserve the principles of personal responsibility and con- 
tinuity of care. 

47. Arrangements for a division of work in a multiple 
practice should be such as will encourage the principle of 
responsibility for continuity of care. Both the field survey 
and the postal inquiry indicate that the majority of general 
practitioners endeavour to secure for their patients the 
greatest possible degree of continuity of care, though there 
seems to be no uniformity of method. Conditions in the 
N.H.S., with heavier and longer surgery hours, have 
made it desirable in some partnerships to “ regionalize ” 
visits—that is, one partner will visit on a particular day all 
the patients of the partnership living in a particular district, 
both his own and those of his partners. There can be no 
objection to these arrangements so long as the principle of 


responsibility for continuity of care by the -patient’s own 
chosen doctor is preserved. There may, indeed, be some 
advantages in such a division of visits. It enables all the 
doctors in the partnership to become known to all the 
patients, and thus minimizes difficulty when a patient’s own 
doctor is not available—and this must sometimes happen in 
the conditions of modern life. The interchange also pro- 
vides an opportunity for the discussion of a case between 
the partners. This is often of much value to the patient. 

48. The Committee recommends that the principle of “ one 
illness, one doctor” should be regarded as the ideal. Such 
modifications of the ideal as do not conflict with personal 
responsibility should not be discouraged, but there should 
be no departure from the rule that a patient joins the list 
of an individual doctor. He is responsible for giving his 
patient continuous personal care or, on occasions when he 
cannot be at hand, for ensuring that the best available care 
is provided. 


Health Education and Preventive Medicine 


49. The combination of health education with medical 
advice is an important part of general practice. The major- 
ity of practitioners appear to give advice on hygiene and 
preventive measures when asked, but many lack the time to 
do more than this, and patients themselves are often un- 
interested. The general practitioner, with his intimate know- 
ledge of the home and family circumstances of his patients, 
is in a strong position to advise on individual measures for 
the prevention of sickness or improvement of health. Prob- 
ably much depends upon the skill of the practitioner in 
making his teaching of personal and individual interest to 
the particular patient. It is often found that, if the patient 
is told exactly what preventive measures he should take 
and why, he is more likely to co-operate than if he is given 
instruction in the form of general rules of health. 

50. The general practitioner’s aid can be invaluable in 
keeping the medical officer of health informed of commu- 
nity sickness trends, particularly, but not exclusively, in 
connexion with the notifiable infectious diseases and food- 
poisoning. The general practitioner should recognize that 
the public health department has an important part to play. 
in health education. 

51. There is another aspect of preventive medicine in 
which the Committee feels that the general practitioner 
should taken an important part. This is in the field of occu- 
pational health and industrial medicine. The Committee 
is of the opinion that managements would achieve maxi- 
mum results in the field of preventive medicine were they 
to empley, so far as is practicable, general practitioners, 
part-time, for advice and work in this field. The Committee 
notes the current tendency to regard industrial medicine as 
being unconnected with the curative and preventive medi- 
cine practised by the general practitioner. Believing that 
the general practitioner can be of the greatest assistance in 
this field, it urges upon those concerned the need to reverse 
this tendency. Should the general practitioner be excluded 
from participating in occupational health schemes a valuable 
opportunity will be lost. 

52. General practitioners undertaking this work will realize 
that, although they are bringing to the task the knowledge 
and the special approach which they have learned in general 
practice, their relations with employees cannot be the same 
as those obtaining with their own patients in their practice. 


Treatment of the Patient as an Individual 


53. The Committee notes with concern the effect of lack 
of time in the N.H.S. which prevents a doctor from familiar- 
izing himself with the “totality” of his patient, including 
his past history and his background. Knowledge of the 
personality and constitution of one’s patient is essential to 
good medicine. Conditions of practice must be such as 
will give the practitioner the time he needs for each patient. 

54. Part of the explanation of the lack of personal know- 
ledge, however, seems to lie in the attitude of the patients 
themselves, who frequently misunderstand the functions of 








nse == AS OU Ss Of CUP lUhahlU 


a a i i a ee eee ee ee ee i 











SEPT. 26, 1953 


THE COMMITTEE’S REPORT 


SUPPLEMENT To THE 
BRITISH MEDICAL JOURNAL 


137 





the general practitioner and overemphasize the place of the 
hospital in medical treatment. Practitioners reported to the 
Committee that many patients do not expect their doctors 
to make any thorough examination, but simply to prescribe 
or refer them to the hospital. Both patient and doctor lose 
by this attitude. 

55. Many patients come not for advice but to get some- 
thing. They enter the consulting-room with a demand for 
some ephemeral proprietary preparation on their lips. Urban 
practitioners are experiencing these difficulties much more 
than are their country colleagues. 


Diagnosis 

56. The standard of history-taking and clinical examina- 
tion is gratifyingly high according to the field survey, and 
the Committee was informed that among the youngest age 
group 70% of those visited were placed in the highest class, 
as against 54% in the middle-age group and 60% in the 
oldest group. It may be that, while the young man tends 
to place more emphasis on physical signs, the older man is 
in a position to rely more often on his clinical instinct, his 
experience, and his knowledge of his patient. The observer 
made allowance for this in his assessment, however. 

57. Against this good result of objective observation must 
be set the subjective feeling expressed by a large number 
of doctors in the postal inquiry that they are unable, through 
lack of time, to examine patients as thoroughly as they 
would wish. 


Minor Surgery 


58. Minor surgery appears to be one of the branches of 
general practice which have suffered by the conditions of 
practice in the N.H.S. Both the field survey and the postal 
inquiry show that there are many doctors who used to do 
minor surgery and want to do it now, but who are unable 
to undertake it because the pressure of work in the N.H.S. 
is too great to allow time for it, because they have lost the 
hospital facilities which they formerly used for their minor 
surgery, or because patients think they ought to be sent to 
hospital for any surgical procedure, however slight. There 
are, of course, gereral practitioners who dislike minor sur- 
gery or who feel that they do not possess sufficient skill 
and therefore prefer to send such cases to hospital. There 
are also others who seem to welcome the excuse of extra 
work in the N.H.S. for sending all minor surgery to the 
hospital and thus shedding some of their responsibility. 
A reason given by some is that no special remuneration is 
received for minor surgical procedures. The Committee 
deprecates this attitude. It is of the opinion that general 
practitioners should undertake for N.H.S. patients those 
minor operations which, before the Service was introduced, 
they performed as part of clinical treatment in the ordinary 
course of general practice. 

59. The habitual transfer of minor surgery to the hospitals 
is neither necessary nor desirable. The training of the 
doctor has included instruction in this work, and, in the 
view of the Committee, it is a part of general practice. The 
constant sending of cases to hospital results not only in 
the loss of practical experience but also in a belief on the 
part of the hospital staff, especially the junior staff, that 
general practitioners are not competent to perform minor 
operations. Moreover, in present hospital practice, 
especially in towns where there are large hospitals in the 
immediate neighbourhood, the general practitioner fre- 
quently loses contact with his patient because the hospital 
retains the patient for any aftercare required instead of 
returning him to his own doctor. Sometimes the reason is 
simply that some young house officers, eager to see their 
cases through, forget the general practitioner and their duty 
to return the patient to him. Whatever the reason, the 
general practitioner is deprived of his patient and of clinical 
material. 

60. Unless a practitioner really dislikes minor surgery he 
should be expected and encouraged to undertake it, and 
he should endeavour to organize his practice in such a way 


as to enable him to do so. It is indeed in the interests of 
his own prestige that he should be prepared to perform this 
service for his patients. Admittedly it may be difficult in 
a single-handed practice, but it should be possible to arrange 
for minor surgery to be undertaken in partnership practices. 

61. The Committee is aware of the reasons underlying 
the efforts of certain organizations to impress upon practi- 
tioners the legal risk incurred in undertaking surgical opera- 
tions of any kind. It considers, however, that it is undesir- 
able for any outside body to attempt to restrict a practi- 
tioner in performing for his patient any service he feels 
competent to undertake. The decision is a personal one, 
which each practitioner must make for himself in each 
particular case. He will consider whether the risk is one 
which he, as a general practitioner, would be expected to 
accept, and whether, in the interests of the patient, he should 
perform the operation himself or send the patient to 
hospital. 

62. The remedy for the threatened divorce of minor sur- 
gery from general practice lies in the association of the 
general practitioner with hospitals and consultants. General 
practitioners should be allowed the use of facilities in local 
hospitals where they may perform minor surgical proce- 
dures and give the necessary immediate aftercare, as was 
formerly the case in cottage hospitals. Their work should 
be under supervision of a member of the hospital staff. It 
seems to the Committee, on the face of it, that the casualty 
department of a, hospital is the ideal place for a general 
practitioner to do minor surgery. It is realized, however, 
that there are administrative difficulties. These should not 
be insuperable, and are worth overcoming in the interests of 
preserving minor surgery in general practice. Further, much 
of the present uncertainty about which minor operations 
ought to be sent to hospital for specialist attention and 
which the general practitioner can quite well perform him- 
self could be removed by local discussion and agreement 
between hospital staffs and general practitioners. 


Certification 

63. Administrative duties, on the whole, seem to cause 
little difficulty to most practitioners, though certification 
sometimes presents a problem. The Committee believes 
that some practitioners do not regard certification with due 
seriousness, while others find more difficulties than they 
need. If these doctors would study the current regulations 
they would find them not so irksome after all. Only a 
minimum of certification should be necessary, and the 
practitioner should bear in mind that his primary duty is 
his clinical work. 

64. Not all the blame, however, should be laid on the 
doctor. He is, to some extent, at the mercy of outside 
influences. The public generally has little regard for pro- 
fessional ethics and cannot, or will not, understand the 
doctor’s hesitation. Patients are quick to take advantage 
of any weakening on his part. Further, the practitioner 
is subjected to pressure by the Ministry of National Insur- 
ance, which, regardless of practicability, demands certifi- 
cates on a particular day of the week. Many practitioners 
do not seem to realize what the regulations are. The 
second certificate of incapacity for work must be given 
within seven days of the first. Thereafter the weekly certi- 
ficate may be given on any day between Sunday and Sunday 
of each week. If there is hardship caused by uneven pay- 
ments of sickness benefit the problem for solution is admini- 
strative, not medical. The Committee is of the opinion 
that more account should be taken of the difficult position 
in which the pressure of events has placed the general practi- 
tioner. Doctors could help themselves if all those in an 
area could meet together from time to time in order to 
determine and agree upon a “common certification front.” 


Non-medical Advice 
65. Little comment need be made on the last of the func- 
tions of the general practitioner listed in the Cohen Report. 
The great majority of general practitioners are prepared to 
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give, when asked, advice which, though not strictly of a 
medical character, yet has a bearing on the general well- 
being of the patient and may be regarded as incidental to 
general practice. 


Special Interests 


66. Both the field survey and the postal inquiry show 
that about one-half of the doctors concerned take a special 
interest in a particular branch of general practice. Some- 
times, indeed, the interest tends to become a specialty. In 
the N.H.S., however, about one-third of these practitioners 
are unable to develop their interests, mainly through 
lack of time or lack of access to hospital beds and 
facilities. 

67. The Committee is of the opinion that general practi- 
tioners should be encouraged to develop special interests 
within the scope of general practice. This is most easily 
arranged in a group practice, and it is one of the arguments 
used in favour of health centres. It also raises again the 
need for the association of general practitioners with hos- 
pital work. One way of providing facilities would be by 
clinical assistantships which would interfere as little as 
possible with the management of the practice. 

68. It should be emphasized that the development of the 
special interest should not necessarily be a step towards 
transferring to a specialty, but it should add variety to 
general practice and enable the practitioner to provide a 
fuller service for his patients. In some’ areas the local 
doctors find it an advantage to have among their number 
one who has made a special study of a particular aspect of 
practice and who can help with difficult cases. 


Midwifery 


69. The Committee has devoted much time to the con- 
sideration of the place of midwifery in general practice and 
the repercussion on general practice of outside events in 
the field of obstetrics. It is firmly of the opinion that mid- 
wifery is an integral part of general practice and that every 
possible encouragement should be given to general practi- 
tioners to undertake it. The coming of a new baby is an 
important event in the family, and the family doctor should 
be closely concerned with it. Many long-established doctors 
have found midwifery to be the most satisfying part of their 
experience. They believe that, generally speaking, a general 
practitioner who does good midwifery makes a better all- 
round doctor than one who does none. During recent years 
there has been a tendency to divorce midwifery from general 
practice. Much of this is due simply to the fact that the 
interest and competence of the family doctor have been 
ignored by those responsible for obstetric services. 

70. There has been a gradual diminution in the amount 
of domiciliary midwifery carried out by general practitioners. 
The Committee considered it important to discuss the 
reasons for this diminution and to suggest methods of 
encouraging domiciliary midwifery. 

71. One reason for the diminution was that, even before 
the war, expectant mothers were becoming more “ institu- 
tionally minded.” In the post-war period this outlook, 
coupled with housing difficulties and with the fact that 
institutional confinements are a good deal cheaper for the 
patients than home confinements, made institutional con- 
finements more popular. Then there is the tendency among 
mothers to hold the hospital in higher esteem than the 
general practitioner, and to feel that in the hospital every- 
thing will be at hand in the event of an emergency. 

72. The general practitioner thus loses contact with his 
patient at an important moment of her lifé, and responsi- 
bility passes for the time to a consultant. Present arrange- 
ments for institutional midwifery, it has been said, tend to 
place normal cases in an environment suited to abnormal 
cases. An event which should be a natural physiological 
process supervised by the family doctor takes on the aspect 
of a major illness requiring the care of a special depart- 
ment. Responsibility is divided and continuity of care is 


broken, for, while antenatal care has been given by the 
general practitioner or clinic medical officer, a member of 
the hospital staff is responsible at the confinement. 


73. It is apparent to the Committee that a high propor- 
tion of general practitioners like midwifery and wish to do 
as much as posible. A few comments are quoted in the 
report of the postal inquiry to illustrate how some practi- 
tioners feel that midwifery is, as one puts it, “the keystone 
of a successful general practice.” There has been a great 
deal of argument in recent years for and against general- 
practitioner domiciliary midwifery, but the Committee feels 
that, in the light of opinions expressed to it, it must put 
forward a further plea on behalf of the general practi- 
tioner. 

74. It seems likely that steps will be taken to adjust 
monetary considerations as between institutional and 
domiciliary confinements. It is also likely, however, that 
the housing problem will be with us for a considerable 
number of years. The Committee is of the opinion that if, 
owing to unsuitable home conditions, the confinement must 
take place in an institution and the woman would like to 
be attended by her own doctor, there should be a number 
of beds available for this purpose. 

75. These beds, forming maternity units for cases which 
clinically could be domiciliary cases, need not be in general 
hospitals and need not carry the full established staff of a 
specialist maternity unit. The midwife who would have 
attended in the home would attend the case in such a unit. 
Consultant advice should be readily available if required 
by the general practitioner. The Committee believes that, 
by this provision, the expectant mother would receive 
adequate care during her confinement. Such provision may 
have the additional advantage of reducing the present high 
cost of institutional confinements. 

76. Such domiciliary midwifery as remains tends to be 
undertaken by midwives, the general practitioner being called 
in only in an emergency. The result is that the general 
practitioner, excluded from institutional obstetrics and 
restricted in domiciliary obstetrics to emergencies, is placed 
at a disadvantage, for his loss of contact with normal mid- 
wifery reduces his ability to deal with the abnormal. This 
explains the reluctance of many general practitioners, both 
young and old, to undertake midwifery. The Committee 
believes that many practitioners are content to leave 
domiciliary confinement to the midwives, but part of the 
responsibility for this situation must be attributed to the 
attitude of some midwives who attempt to exceed their 
proper function and are unwilling to co-operate with general 
practitioners. This is not in the interests of the patients, 
and deeper thought should be given to the relations between 
doctors and midwives. 

77. Particularly since the coming into force of the 
National Health Service Act, the more general booking of 
general practitioners by expectant women has tended to 
alter this. This has caused grave concern to midwives, 
who feel that their status is being attacked and that they 
will in future become “ maternity nurses” rather than mid- 
wives, thus tending to create a feeling of resentment and 
competition rather than co-operation between midwives and 
general practitioners. 

78. The Committee wishes to place on record its high 
appreciation of the splendid work midwives have done in 
the past, and would like to assure them that general practi- 
tioners are just as keen as midwives to encourage an efficient 
and satisfactory domiciliary midwifery service. It feels, 
however, that it is important for the good of both profes- 
sions and for the patients that any gulf between general 
practitioners and midwives, imaginary or real, should be 
bridged. 

79. The Committee believes that, if general practitioners 
and midwives could work together as a team, each with his 
or her own function and responsibility, much of the present 
difficulty in domiciliary midwifery would disappear. The 
trouble is that, with the depleted number of domiciliary 
confinements, some midwives still seem to resent the doctor’s 
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attendance at the confinement. There need be no such 
antagonism if the relative functions are understood and 
observed. The midwife is highly trained in a restricted 
field. The doctor is trained in the wider field of medicine, 
surgery, and obstetrics, and, as the family doctor, he is 
intimately concerned with all that happens to his patient. 
To him the pregnancy and the confinement are events in the 
life of his patient with environmental, psychological, and 
medical implications. 

80. This indicates the character of the team-work, and it 
also suggests a line of procedure. At an early date in the 
pregnancy the patient, her family doctor, and the midwife 
should meet together in the doctor’s surgery and decide 
whether the doctor should attend at the confinement in any 
event or only if the midwife finds his attendance necessary. 
In a normal case the decision must depend largely on the 
wishes of the patient. 
doctor present ; others are satisfied if they feel assured that 
he will come if he is needed. At this early meeting the 
doctor will also make arrangements for antenatal care. He 
should examine his patient as often as he considers neces- 
sary. According to generally accepted standards he will 
see her at least once every month until the 36th week and 
thereafter more frequently. The more care he gives during 
the antenatal period the fewer will be his abnormal confine- 
ments. The midwife, of course, will also make her routine 
visits. The doctor may or may not attend at the actual 
confinement, but if the delivery is left to the midwife he 
should attend within a stated period to satisfy himself 
regarding the patient’s condition. Finally, he will make at 
least one post-natal examination. 

81. If young practitioners were made to realize that mid- 
wifery comprises all this care, it is likely that they would 
feel more encouraged to undertake it. Midwives also, when 
they appreciate this view of midwifery, are more likely to 
be willing to co-operate with the doctor. 


82. It should be appreciated by the general practitioner, 
the midwife, and the public that where doctor and midwife 
are working together as a team this in no way relegates the 
midwife to an inferior status ; she is a midwife and is work- 
ing as such. The Committee feels strongly that this situa- 
tion is not fully appreciated by either doctors or midwives 
and that it has an important bearing on the present confused 
ideas about the correct professional relationship between 
doctor and midwife. 

83. The Committee feels that clarification of the situation 
is necessary, and that responsible professional and admini- 
strative bodies at all levels should take steps to clear up the 
misapprehensions which exist. For example, the use of the 
term “maternity nurse” should be discontinued when a 
midwife is working with a doctor. 

84. A further point in the problem of general-practitioner 
midwifery is the tendency, among administrators, con- 
sultants, midwives, and others, to underestimate the com- 
petence of general practitioners to undertake midwifery. 
This is seen in their exclusion from institutional midv:ifery 
and, in England and Wales, in the requirement of approved 
postgraduate experience for admission to local obstetric 
lists. The Committee will not enter into the long-drawn-out 
argument of whether admission to the Medical Register 
implies the same degree of competence to undertake mid- 
wifery as to treat patients for any other condition, but it 
takes its stand with those who would allow any registered 
medical practitioner to provide a midwifery service for his 
patients if he wished and who would encourage him to 
increase his experience. In saying this it emphasizes two 
points. The first is the view already expressed that mid- 
wifery consists of much more than the conduct of a con- 
finement. The second is that present planning is for the 
future, and in the future newly qualified practitioners who 
are interested in obstetrics will have an opportunity of 
improving their knowledge and experience during the post- 
qualification year of resident appointments. It is to be 
hoped also that there will in the future be an increasing 
measure of co-operation and mutual understanding among 


Some women like to have their. 


the different branches of the profession. It is against this 
background that the Committee recommends that any 
general practitioner who wishes to undertake midwifery 
should not be precluded from doing so by administrative 
restrictions. The present obstetric lists maintained on a 
basis of varying criteria by local obstetric committees in 
England and Wales should be replaced by the Scottish 
procedure—that is, that every registered medical practi- 
tioner should be eligible to have his name _ included, 
if he so desires, in a list of practitioners undertaking 
to provide midwifery services, and should receive the 
full fee. 

85. Finally, the relations between the general practitioner 
and the public health service in connexion with midwifery 
are at present somewhat confused and unsatisfactory. The 
Committee has been informed of attempts to persuade 
women to attend local authority clinics rather than their 
doctors for antenatal examinations. If the midwifery ser- 
vice develops on the lines suggested in the foregoing para- 
graphs there will be no need for antenatal examinations to 
be made by any doctor other than the one who is to be 
called in in the event of emergency at the confinement, thus 
preserving continuity of care. 

86. The Committee is aware of the history of local autho- 
rity clinics and the reasons for their existence, but it believes 
that the time has now come for some reorientation of the 
local authority maternity services in conformity with the 
general practitioner’s outlook. Possibly antenatal clinics 
might be staffed by general practitioners provided that, 
normally, the antenatal examinations would be undertaken 
by the doctor who was to be responsible for the confine- 
ment. In any case, the question whether the patient will 
attend at the clinic or the doctor’s surgery during the ante- 
natal period is best decided in consultation between the 
patient and the practitioner. The clinics will still exercise 
an educational function, for many matters in the field of 
mothercraft may be better taught by midwives or others 
in such clinics. than by the doctor in his surgery. It is 
important, however, that co-operation with the general 
practitioner should be maintained. 

87. That there are difficulties is hardly surprising, for, as 
has been said elsewhere, to have three separate administra- 
tive bodies dealing at once with one event in a patient’s life 
is to invite confusion, trouble, and, consequently, misunder- 
standing and bewilderment on the part of those actually 
attending the patient. 


The Care of Tuberculosis 


88. In some areas, as a result of the lack of institutional 
accommodation, the domiciliary care of patients suffering 
from tuberculosis falls increasingly heavily on the general 
practitioner. About half of the genéral practitioners in both 
the field survey and the postal inquiry are satisfied with the 
arrangements for the domiciliary care of tuberculosis. The 
main complaint of the remainder was the insufficient visiting 
by the chest physician and health visitor. 

89. The domiciliary care of tuberculosis has been affected 
by the transfer of responsibility for treatment from the local 
health authority to the regional hospital board. The former 
tuberculosis officer, whose outlook was mainly preventive 
and one of whose duties was the visiting of patients in their 
homes, has been replaced by the chest physician, whose 
outlook is mainly clinical and who is more interested in 
institutional treatment. Moreover, the tuberculosis officer 
was concerned Wholly with the care of tuberculosis, while 
the chest physician’s interest lies in all diseases of the chest, 
of which tuberculosis is only one. The chest physician, who 
usually sees the patient at a clinic, knows little of the home 
environment, and domiciliary care is left to the general 
practitioner, who has little or no personal contact with the 
chest physician. 

90. There should be more co-ordination between provision 
for the diagnosis and the treatment of tuberculosis and 
between out-patient and domiciliary treatment. This im- 
plies more co-operation between the public health officer, 
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the chest physician, and the general practitioner. In both 
diagnosis and treatment the chest physician should be avail- 
able to the general practitioner for consultation in the same 
way as other consultants,.and when a patient is discharged 
from hospital the general practitioner should be notified. 
The district nurse should work under the direction of the 
general practitioner, with whom she should keep in constant 
contact. 

91. The Committee believes that co-ordination on these 
lines, together with a fuller service of home help, would 
place the domiciliary care of tuberculosis on a better basis 
than, exists at the present time, but there is also urgent need 
of more beds in hospitals and sanatoria. All the domiciliary 
care that can be given by general practitioners cannot take 
the place of institutional treatment for those who need it, 
or prevent the spread of infection to other members of the 
household when isolation or removal from unsuitable hous- 
ing conditions is necessary. Apart from the long waits for 
beds in sanatoria, there is difficulty in securing the admission 
to hospital of cases of acute tuberculosis. The Committee 
recommends that provision should be made in each area— 
for example, the area of each hospital management com- 
mittee—where practicable, for a certain number of beds 
reserved for acute tuberculosis. 


Care of the Chronic Sick 


92. One of the social problems of the day which have an 
important repercussion on general practice is the need for 
the provision of care and treatment for the elderly and 
infirm. The Association published a report on this subject 
in 1947, mainly in connexion with the planning of hospital 
services. It quoted one of the members of the Committee 
who prepared the Report: “What is needed more than 
anything material is an awakening of the whole community 
to the existence in their midst of a state of affairs often 
tragic in its melancholy and suffering.” No one is more 
aware of this suffering and also of the hopelessly inadequate 
means of relieving it than the general practitioner and the 
district nurse. They see the heart-breaking plight of the 
aged sick living without domestic help in unsuitable accom- 
modation and the reluctance or inability of younger mem- 
bers of some families to look after them. Although very 
often the general practitioner can do little more than ease 
pain and bring consolation, the burden of frequent visits 
imposes a serious strain on his practice, and there is no 
one to whom he can turn for help. 

93. More institutional care on the lines of the Associa- 
tion’s earlier report is certainly required, and there should 
be some means of ensuring that those most in need are 
admitted. An old person who is acutely ill should be 
treated in a general hospital in the same way as a younger 
person, the same principles for urgent admission being 
applied. Old age or infirmity should not, of themselves, 
prejudice admission to hospital. 

94. In many areas there are long lists of old or chronically 
ill people waiting for admission to institutions. As a means 
of reducing these lists some doctors suggest the re-establish- 
ment of the relieving officer, but the Committee is not in 
favour of this. It does suggest, however, that an appro- 
priate medical officer should visit and examine every patient 
proposed for the waiting-list for institutional care, and 
assess the degree of priority or urgency in consultation with 
the general practitioner. 

95. The Committee believes that the most pressing need 
in this field is for Eventide Homes rather than for hospitals 
for the aged and infirm. The very care which the old 
people receive in Eventide Homes prevents them from 
reaching the stage where hospital admission is essential. 
Thus the demand for hospital accommodation can be kept 
within bounds. A number of these Eventide Homes have 
been opened in various parts of the country and are perform- 
ing a great service. Those in the homes are under the care 


of a general practitioner, who can at least feel that what he 
is called upon to do for his patients is the more worth- 
while on account of their more satisfactory environment. 


96. The ideal in many cases is that the old person should 
be kept going under satisfactory conditions in his or her 
own home. In order to effect this there is a great need for 
an expansion of the home-help service. The.service of a 
home help should be interpreted broadly, to include more 
than the usual domestic work. The good home help will 
bring a degree of companionship to the aged person or 
chronic invalid, help him to move about the house as much 
as possible, and stimulate his interest in various ways. Such 
service may require a certain amount of training, and efforts 
should be made to enlist the help of more women of the 
right type. 

97. Another advantage of a more adequate home-help 
service is that it would enable the earlier ret:rn home of 
many elderly hospital patients who at present tend to occupy 
beds, badly needed for other purposes, simply because they 
have no one to look after them on discharge. A complete 
home-help service would include night attendance. The 
mere presence of a companion during the night is a great 
comfort to the old person. Perhaps appropriate voluntary 
organizations could incorporate the provision of such 
“ night-sitters ” in their activities. 


Advances in Medical Knowledge 


98. The range and methods of general practice are neces- 
sarily influenced by the general advance of medical know- 
ledge and by progress or change in other fields of medical 
practice. Both the field survey and the postal inquiry show 
that the majority of general practitioners are conscious that 
they now have in their hands more effective means than 
their predecessors of diagnosing and treating illness, and that 
they can cure in the home conditions which could formerly 
be dealt with only in the hospital. 

99. The advances in medical science bring to the general 
practitioner responsibility as well as power, for they increase 
the need for vigilance and acumen in making an early diag- 
nosis. They should also raise the relative importance and 
prestige of general practice in the profession. It is impor- 
tant that this broadening field of the general practitioner 
should be recognized both by practitioners in other branches 
of medicine and by the public. Patients might become less 
“ hospital-minded ” if they were more aware of the capacity 
of their own doctors to treat, successfully and quickly, most 
of the common illnesses. 


Changes in the Profession 


100. The advance of medical knowledge must necessarily 
bring with it some changes in the organization of the medical 
profession. The most noticeable result of the widening 
horizon of medicine and the greater depth of knowledge is 
the increasing fragmentation of medicine into specialties. 
The Committee inquired whether this had any adverse effect 
on general practice. Many general practitioners are not con- 
scious of any handicap from this cause, but the replies of 
those who are indicate that some attention should be given 
to this repercussion. 

101. The two particular adverse effects which seem to 
cause most trouble are the breaking up of hospital accom- 
modation into specialist sections and the difficulty of obtain- 
ing general consultant opinions. This latter results in the 
transfer of the patient from one consultant to another, and 
a tendency for all of them to overlook the general practi- 
tioner’s interest in his patient. Increasing specialization in 
so wide a field as medicine now covers must be accepted, 
but it emphasizes the necessity for closer liaison between the 
general practitioner and the hospital. 

102. There is, further, the danger that the most able young 
practitioners may be attracted to specialization at the ex- 
pense of general practice if the range and interest of the 
latter are sacrificed. General practice must be allowed to 
retain its appeal for those young doctors who enter upon 
their career with the idea of working and living among the 
people. The view that general practice is a branch of 
medicine with its own special outlook and special problems 
should receive wider recognition. 
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Effect of the Operation of the National Health Service 


103. In both the field survey and the postal inquiry about 
a quarter of the general practitioners concerned felt that 
the operation of the N.H.S. had had no effect on the scope 
of their practice. In the field survey 45% considered that 
their scope had been increased, because they could now do 
more for their patients without taking finance into account. 
In the postal inquiry the emphasis of the replies was on the 
increased attendances, which allowed the doctor less time 
to undertake services which he formerly gave his patients, 
thereby diminishing his scope. 

104. The changes in hospital organization and the public 
health service brought about by the introduction of the 
N.H.S. have had their effect on general practice. This effect 
is felt rather in the matter of relationships and contacts than 
in the range of service given by the doctor to his patient, 
and is therefore reserved for discussion in later sections of 
the report. 

Public Education in Health 


105. A feature of modern life which affects the service of 
the general practitioner is the new knowledge, or perhaps 
half-knowledge, on medical matters acquired by the public. 
The effect of the instruction given through the radio, tele- 
vision, the Press, various organizations, and other means 
may depend upon the personality of the individual patient, 
and may be good or bad, but it is certain that it has intro- 
duced a new complication into general practice in recent 
years. Often this consists in counteracting the effects of 
the instructions given by others. [Illustrations of how the 
doctor has to cope with his patients’ “little learning” 
are given in the reports of the field survey and the postal 
inquiry. 

106. There is some divergence of opinion on whether 
public instruction, even of the highest standard, in the work- 
ing of the human body and the causation of disease is good 
or bad for the public health and patients’ peace of mind. 


Vv. THE GENERAL PRACTITIONER AND HIS 
PRACTICE 


107. The Cohen Report contains the following sentences 
in para. 53:.“ At least part of the secret lies in efficient 
organization, and this will depend to a considerable extent 
on the practitioner’s having a sense and understanding of 
business method, the keenness of his interest in his work, 
and his ability to delegate non-medical duties to competent 
ancillary staff. Efficient organization enables work to be 
done with greater ease, more speed, and less distraction from 
the truly medical work of practice.” 

108. The investigator in the field survey estimated that in 
66% of the practices he visited the organization was “ ade- 
quate,” that in 84% the administration was “ adequate,” 
that 49% of the consulting-rooms were adequate for the 
maintenance of a reasonably high clinical standard, and 
that 91% of the practitioners had a full range of essential 
equipment. In record-keeping 53% see the cards of most 
patients in the surgery, while a further 21% take them out 
on their rounds as well. The introduction of the N.HLS. 
does not seem to have caused any radical change in methods 
of organization. 

Non-medical Help 

109. The employment of clerical help in the practice 
relieves the practitioner of much of the burden of administra- 
tive detail, and gives him greater freedom for clinical work. 
In both surveys a number of practitioners reported that 
they were handicapped in the conduct of their practices by 
the lack of such help. The Committee believes that, in 
addition, many doctors who say they do not want clerical 
help would appreciate its value when once they had it. It 
recommends that practitioners should be aided and encour- 
aged to employ non-medical help. It is not always neces- 
sary to engage for this work a trained shorthand-typist ; an 
intelligent general clerk or receptionist can give valuable 
help at less cost. The Committee believes in some areas 


men or womeh of a suitable type could be found who would 
be willing to work at hours to suit the practice, though in 
others the irregular hours and split working day may cause 
difficulty. 

Nursing Help 


110. A small proportion of practitioners have a trained 
nurse helping them in their work. A substantial number 
stated that a trained nurse would prove of great value to 
them in the conduct of their practice. The advantage would 
be that they could delegate to the nurse the many time- 
consuming procedures such as dressings and injections, thus 
allowing more time for the study and diagnosis of the 
patients’ complaints. 

111. There are doctors who have no desire for any such 
assistance, preferring to do themselves for their patients 
everything that is required. The obstacle of expense is 
plain to all, but the Committee considers that a trained 
nurse can be of tremendous advantage to a practitioner. 
At present the cost must restrict the employment of trained 
nursing help almost entirely to the larger partnerships. 

112. Some have solved the problem satisfactorily by 
employing a trained nurse for clerical and clinical duties. 


The Doctor’s Wife 


113. A general practice pervades the general practitioner’s 
whole household, and the part played by his wife is of the 
highest importance to the smooth conduct of the practice. 
The employment of non-medical help would relieve her to 
some extent of-her unceasing responsibility to the practice, 
faced as she is with a diminution or a disappearance of 
domestic help. Among the married doctors 84% in the field 
survey and 97% in the postal inquiry were helped to at least 
a moderate extent by their wives. The proportion, however, 
of those wives who took a considerable part in the admini- 
stration of the practice was much higher in the postal inquiry 
(39%) than in the field survey (19%). The difference in 
figures is accounted for by the more precise classification 
possible in the field survey. 

114, In some places it has proved possible to ease the 
burden, at least partially, and thus to overcome the prob- 
lems created by the virtual disappearance of domestic help. 
Where manual exchanges exist temporary transference of 
telephone calls to the house of a partner or colleague 
during off-duty times is a fairly simple matter. In the 
increasing number of areas served by automatic telephone 


‘ exchanges the problem is more difficult. It is understood 


that notice is required in order that the machinery may be 
adjusted for the purpose. Doctors have adopted the device 
of installing an extension to their own telephone in the 
house of their partner, and vice versa, so that if one partner 
is off duty his calls are automatically received in the house 
of the other. Some members of the Committee reported 
on the usefulness of including an alternative number in the 
telephone directory. 


Appointments System 


115. Few practitioners in the N.H.S. adopt an appoint- 
ments system for all consultations—the field survey and 
the postal inquiry showing 2% each. Appointments are 
arranged, however, by 65% in the field survey and 76% in 
the postal inquiry for special examinations and private 
patients. 

116. The former.includes, for example, examinations for 
life assurance and instances where the practitioner feels that 
he would rather devote a special time to a case calling for 
detailed or exhaustive examination than undertake it in the 
rush of a busy surgery. There can be no objection to a 
system of appointments for private patients only, provided 
that it does not interfere with the arrangements for N.H.S. 
patients. 

117. The Committee is aware that, over and above these 
special appointments, many practitioners make appointments 
less precise as to time, either to meet the clinical needs of 
the case or to suit the convenience of the patients. For 
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example, they will ask patients to come at a certain surgery 
when they expect to be less busy, or they will arrange to 
see patients attending for routine injections in the half-hour 
before their surgery officially begins. 


Health Centres 


118. A Committee of the Association has already reported 
its views on the general subject of health centres. The 
present review has given an opportunity of ascertaining the 
opinions of individual general practitioners on whether the 
health centre is desired as a basis of general practice. The 
result was as follows: 














Field Survey Posta! Inquiry 

No. % No. % 

Infavour ... _ 90 48 139 38 
Not in favour in es 88 47 192 53 
No definite opinion ae 10 5 31 9 
Total ee oe 188 100 362 100 

















The views for and against the establishment of health cerftres 
are varied. One of the main arguments in favour of them 
is that they would give the doctor and his family more 
privacy in the home and ease the domestic burden. One 
of the main arguments against them is that they would 
disturb the doctor-patient relationship. 

119. The Committee would draw the attention of those 
concerned with the development of general-practice organi- 
zation to the fact that many who favour the setting up of 
health centres of the kind on which most argument is at 
present based do so for the personal reasons mentioned 
above. The survey has not revealed any considerable body 
of feeling that health centres are essential to the improve- 
ment of the standard of general practice. The Committee 
believes that further experiment is desirable, including the 
development of health centres, in stages, from communal 
surgeries. It is preferable for the development to come 
from within the profession rather than from some health- 
centre organization superimposed from outside. There are 
signs that general practitioners are discovering the advan- 
tages of mutual association among neighbours, and they 
may find through this experience the ideal character of 
co-operative practice. It is of the utmost importance that 
general practitioners should be consulted on the subject and 
not be regarded as so much technical labour. 

120. At this juncture it is useful to quote the following 
paragraph from the Report of the Nuffield Provincial Hos- 
pitals Trust for 1948-51. The Committee has no desire to 
condemn or disparage health centres merely because of a 
lack of enthusiasm at present prevalent, which, as indicated 
in the following, cannot be based on experience: 


“This declining enthusiasm may be due in part to the 
differing opinions on what health centres should be, and 
in part to the general practitioners’ individual preference 
for courteous competition ; but not a little of the atmo- 
sphere or disillusion may be due to the absence of work- 
ing examples by which the benefits and defects of different 
forms of health centre can be judged. The financial 
limitations which have prevented [... health centres 

. .] from being put into operation are to be regretted, 
not because they have prevented the wide realization of 
an ideal, but because the general ban has to some extent 
hindered local experimentation with a few prototypes of 
different kinds of health centre.” 


121. Many matters affecting ownership and finance would 
arise in the consid.sation of any scheme of health centres. 
Although some doctors would wish them to be owned, 
financed, and administered by the profession, many others 
would expect relief from their present heavy overhead ex- 
penses and the provision of non-medical staff at no cost to 
themselves. Health centres of the latter type are likely, in 
the Committee’s view, to open the door to lay administra- 
tion and so create new problems for the profession. 


Although the doctor may expect to receive assistance in 
obtaining the necessary services, it must be expected that a 
substantial proportion of the cost would be borne by the 
N.H.S. or the doctors themselves. 


122. While it is undesirable that local authorities should 
seek to initiate health centres conceived primarily from the 
point of view of administration, they should be prepared 
to support and encourage any co-operative schemes pro- 
posed by the local doctors. It would be an advantage to 
the discussion of the subject if more general practitioners 
were members of health committees of local authorities. 


The Committee’s Views on Organization 


123. It is not possible to lay down any ideal organization 
for a general practice, for so much depends upon individual 
temperament. Some practitioners prefer to work alone, 
others prefer a partnership. Among the practitioners in- 
cluded in this review between 40% and 45% are in single- 
handed practice and between 55% and 60% are in partner- 
ship. There are disadvantages at each extreme. The rurai 
single-handed doctor may be so completely isolated fron: 
his colleagues and from hospitals that he is denied the 
benefit of new knowledge and methods, while in a large 
partnership the work may be so subdivided that the indi- 
viduality of the doctor-patient relationship is obscured. 


124. One of the advantages of a partnership practice is 
the opportunity it gives to each partner to develop some 
special interest, whether by obtaining hospital appointments 
or by undertaking all the work of the practice in a particu- 
lar field. Alternatively, many practitioners prefer to main 
tain their separate practices but to associate themselve: 
with others in order to enable them to develop a specia! 
interest in a similar way. The Committee recommends, the 
encouragement of such group practice. The continuous con- 
tact of the group provides a valuable stimulus to all its 
members, and also permits the easy working of a rota 
arrangement. 


125. In visualizing the general practice of the future, the 
Committee would include, as essential elements wherever 
practicable, personal contacts with consultants and public 
health medical officers, and ready access to diagnostic aids. 


VI. THE GENERAL PRACTITIONER AND HIS 
COLLEAGUES 


126. The Cohen Report emphasized the importance to 
general practice of full co-operation between all branches 
of medicine. The general practitioner must maintain a series 
of personal relations which enable him to obtain, when 
necessary, the best possible advice and treatment for his 
patient. The Committee accordingly devoted part of its 
inquiry to this subject. 

127. The results of the field survey and the postal inquiry 
agree fairly well in showing that, on the whole, there is an 
absence of discord among the general practitioners of a 
district, though active cordiality is not always evident. The 
introduction of the N.H.S. has not had any very noticeable 
effect. Where professional relations were good before, they 
remain so, but there is a certain amount of mutual suspicion. 


Off-duty Arrangements 


128. Most practitioners make some arrangement with their 
partners or assistants or with neighbouring doctors to enable 
them to have occasional week-ends free of duty, or freedom 
from night calls or emergencies, and to provide a substitute 
for periods of illness or holiday. The Committee endorses 
the remarks of the investigator on the value of such co- 
operative arrangements where they are practicable. As he 
puts it, many a rota “ has turned the sourness of professional 
rivalry into the sweetness of co-operation.” The number 
of doctors participating in any one rota should not be too 
large, or the scheme will become unwieldy and impersonal. 
A small friendly group, where each practitioner is well 
known to all the others, is to be preferred. Some doctors 
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like an unwritten mutual understanding better than a fixed 
rota. Whatever the detail of the method, the Committee 
recommends the formation of local rota schemes as a 
method of providing relief for individual practitioners and 
so of increasing the efficiency of practice. It tends to 
heighten the ethical tone and neighbourliness of local prac- 
tice. It enables a practitioner to leave his practice for a 
short time without fearing that he may lose patients to a 
rival or that his patients will be neglected. The Committee 
observes, however, that there can be too much emphasis on 
“ time-off ” in general practice. A rota system should be 
small in extent, lest it warrant the description “ organized 
absenteeism.” 


Opportunities in the National Health Service 


129. One of the dangers of an official medical service is 
that administrative considerations may stifle freedom and 
opportunity for the practitioners who provide the medical 
care. 

130. There are widespread reports and complaints about 
the difficulties confronting the young man in his entry into 
practice. Not so loudly heard are the voices of those practi- 
tioners in middle life who wish to change their practices. 


Changing of Practices 


131. To consider the latter first, the abolition of the buying 
and selling of practices in the N.H.S. has affected the free- 
dom of all practitioners. It is not the desire of the Com- 
mittee to enter into the pros and cons of the sale of practices. 
The Committee feels, however, that in a survey of general 
practice it must point out how the freedom of general 
practitioners has been affected. 

132. A certain proportion of practitioners settle in prac- 
tices as young men and remain by their own desire in the 
same practices until they retire. Probably the majority do 
not stay in the same practices but make at least one change 
in the course of their professional career. Changes in family 
circumstances, increasing years, the financial independence 
of children as they attain adulthood, and a natural wish 
for a change to more salubrious surroundings, albeit with 
less financial reward, are some of the common reasons for 
a change. 


133. In the past a general practitioner could sell his prac- - 


tice and search, with his money in his pocket, for what he 
wanted. It was by no means always easy, but so far as 
opportunities presented he was the master of his choice. 
Now a further factor has been introduced which may, at 
any rate in some cases, make a suitable change more difficult 
to effect. He now has to apply for what is virtually a public 
appointment, in the competition for which he has been 
found to be at a disadvantage, possibly for the very reason 
for which he is seeking a change, that he is over 45 years 
of age. He cannot sell and he cannot buy, and his future 
must be decided by others. Many practitioners feel, as one 
of them put it, that they are in bondage. There are men 
who have worked hard in their earlier years in unattractive 
industrial areas and have covered their children’s education 
and now wish to change to less well remunerated and more 
pleasantly situated practices. There are also men in small 
country practices who, in order to obtain educational facili- 
ties and/or larger income to provide for growing families, 
feel compelled to change to large urban practices. Investiga- 
tion should be encouraged in the means by which such men 
may be put into touch with one another. There are facili- 
ties, through the Medical Practices Advisory Bureau, for the 
exchange of practices. In theory such exchanges should be 
easy to arrange, but experience shows that, in spite of the 
number of applicants, they are surprisingly difficult. 


Assistantships and Partnerships 


134. To turn to the young man entering practice, the 
Committee believes that any measure which leads towards 
the permanent establishment of practitioners in practice is 
to the good. Every encouragement should be given to men 


and women to practise in the area and type of practice to 
which they are suited, and in which they can practise good 
medicine. Some young men like to try two or three types 
of practice before settling down, but the general rule should 
be that a man is received into a practice with a view to 
remaining there. There are, of course, a very small number 
of doctors who do not wish to become principals at any 
time and prefer to remain permanent assistants. 


135. The Committee believes that assistantship for a 
reasonable period remains the best introduction to the work 
of general practice, following the usual resident hospital 
posts. 

136. Assistantship with a view to partnership is the com- 
monest mode of entry to general practice, and probably the 
best. The ideal period would seem to be from six months 
to two years. Despite all that has been said over the years 
it still seems necessary to say that no young doctor should 
take an assistantship without taking proper advice and seek- 
ing the elementary safeguards for his future. So much has 
been heard of the “view” that turned into a mirage that 
the Committee reminds all those entering practice of the 
necessity for safeguards and of the services available through 
the Association and the Medical Practices Advisory Bureau. 
The Medical Practitioners Handbook and the model forms 
of agreement prepared by the Bureau should be carefully 
studied. 

137. Abuses by principals of assistantships occur from 
time to time. “Farming out” a practice with multiple 
assistants has died out since 1948. Only occasionally is a 
practice heard of in which the assistant is required to do 
the bulk of the work. Assistantship with view may come 
to an end owing to an incompatibility between the doctors 
concerned which becomes apparent. On the other hand, it 
may have been a bait to a series of assistants to attract 
them to the practice for a limited time, only to change 
when the question of implementing the promise of partner- 
ship is raised by the assistant. 

138. Some more senior practitioners are understood to be 
reluctant to take their assistants into partnership, partly 
because the remuneration of their practice will not allow of 
it and partly because such action on their part would have 
an immediate adverse effect upon their superannuation pros- 
pects. Fears on these grounds are understood to be ill 
founded in many instances, because superannuation is based 
upon net income—that is, after the deduction of the assis- 
tant’s salary. The Committee believes, however, that in 
some circumstances reduction of pension may ensue as a 
result of taking an assistant into partnership. . 

139. Applications for practices are reported to be exceed- 
ingly uneven ; often there are fifty or more applicants for 
a practice, or a doctor may apply for many practices before 
he is even short-listed. Nevertheless it is known that a few 
vacancies in certain areas of the country have received no 
applications at all, and many receive cnly a small number. 
Undoubtedly, there would be more offers of partnership to 
assistants if a portion of practice compensation could be 
realized by the principal at the time of taking an assistant 
into partnership. Whereas the Committee believes in the 
value of assistantships, it firmly supports any measures which 
will encourage principals to have partners rather than assis- 
tants, the post of assistant being preferably regarded as a 
temporary measure in any one practice. 


Postgraduate Study 


140. Opportunity for a high standard of clinical work 
implies freedom to develop special clinical interests and 
time for postgraduate study in various forms. Postgraduate 
study, especially when arranged locally, is also of value in 
helping the general practitioner to maintain contact with 
his general-practitioner colleagues and with practitioners in 
other branches of medicine. There is a discrepancy between 
the answers in the field survey and the postal inquiry to the 
question whether practitioners desire more facilities for post- 
graduate study. In the former only 27% desired more facili- 
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ties, while the corresponding figure in the postal inquiry 
was 62%. : Probably the objective field survey gives a truer 
answer. Nevertheless, the Committee believes that, with 
more time and less pressure of work, practitioners would 
feel more interested in keeping themselves up to date and 
participating in local postgraduate activities, and it recom- 
mends that the various suggestions made in the Cohen 
Report should be put into operation wherever possible. 


141. It will be remembered that the Cohen Report recom- 
mended that the responsibility for all the arrangements in 
an area should rest with a Postgraduate Committee and the 
Dean. The needs of the general practitioner in the matter 
of postgraduate courses were considered to include: (i) the 
refreshment of basic knowledge and procedures, including 
clinical methods ; (ii) information on new methods of diag- 
nosis and treatment ; (iii) the relation of new knowledge to 
his own approach to medicine and to his patient; (iv) a 
periodical restatement of the contribution of other sciences 
to medicine. The report recommended that programmes of 
local postgraduate education, which should be arranged in 
consultation with local general practitioners and for times 
to suit their convenience, should include: (i) lectures, with 
or without clinical demonstrations, time being allowed at 
the end for questions ; (ii) various types of courses at local 
teaching and non-teaching hospitals ; (iii) discussion groups 
and conferences; (iv) clinico-pathological and _ clinico- 
therapeutic conferences; (v) medical films; (vi) “ brains 
trusts "; (vii) meetings with members of other professions. 

142. Wherever possible, combined clinical meetings be- 
tween general practitioners and consultants should be held 
at local hospitals, and the academic interest should be given 
a social background. This might well be arranged by the 
hospital’s providing for light refreshments to be served: it 
would appear to be a proper way of using “ free moneys ” 
in the provision of educational facilities and staff amenities. 
It has been shown that this type of meeting is usually better 
attended than the ordinary lecture or demonstration, and 
goes further to establish cordial relations between the 
general practitioner and the hospital staffs. 


Trainee Practitioners 


143. The trainee practitioner scheme has now been in 
existence for four years, and it would be inappropriate if a 
survey of general practice failed to make some comment 
upon it. 

144. To deny the soundness of the theory of an appren- 
tice system for general practice would be difficult. But has 
the system in practice fulfilled theoretical expectations ? 
Does the trainee practitioner subsequently become a better 
practitioner than he would have done had he entered prac- 
tice by the traditional route ? The answer to these questions 
is important for the good of general practice, and for the 
good of the public purse. 

145. The success or otherwise of any education system is 
difficult to appraise. Examinations are an imperfect yard- 
stick, but the best that can be applied. They are inapplic- 
able to the trainee scheme. Nor can we appeal to com- 
parison as a measure for guidance, since the trainee system 
is too young. Also the practice of medicine itself changes 
too much. We must therefore rely for our judgment upon 
our own experience of the scheme and the impressions we 
have gained. 

146. Clearly the potential benefit to be gained by a willing 
pupil from the individual instruction of a tutor who has the 
requisite knowledge and the ability to impart it to others is 
enormous. No doubt this ideal situation has obtained in 
many of the doctor-trainee relationships. Equally clearly 
it cannot have done so in others. 

147. Although certain guiding instructions have been laid 
down which aim at weeding out from the list of trainers 
these general practitioners who are too busy to teach or 
whose practices are too small to provide the necessary teach- 
ing material, a perfect method of selecting teachers is diffi- 
cult to devise. The present scheme is fundamentally good, 


though there have been criticisms of the way in which 
trainers have been selected, and also of the way in which 
trainers have carried out their obligations. It is, however, 
too early to reach any definite conclusion on its efficiency. 
Any alternative mode of selection by a central committee 
would not be an improvement, because lack of local know- 
ledge would obviously be an impediment. Perhaps the best 
answer to the problem is that intending trainees will natur- 
ally select those teachers who have built up a good 
reputation. 

148. It is inevitable from the nature of the financial 
arrangements of the trainee practitioner scheme that there 
should be a tendency to regard the trainee as a cheap form 
of help rather than as one who should be helped. No 
doubt most principals are conscious of their obligations, but 
because of lack of time some are unable to carry them out 
to their satisfaction. They find that they cannot do their 
own job and teach a trainee at the same time. Others feel 
that the best way for an assistant to learn general practice 
is by finding out for himself, and they treat the trainee as 
they would an ordinary assistant. Many will agree with 
this opinion, but nevertheless it is not in accord with the 
intention of the scheme or the purpose of its financial 
subsidy. 

149. It is probable that future generations of general prac- 
titioners will benefit from some preliminary training in the 
practical aspects of their future work. It is open to question 
whether the present scheme is the best or the most econo- 
mical means of attaining the object in view. 

150. At least one big teaching hospital runs its own 
“general practice” in which students are working. under 
general practitioners. It would seem well worth while to 
explore the idea of associating senior medical students with 
general practitioners, more especially in the neighbourhood 
of teaching hospitals. This may indicate a means of teach- 
ing the ways of general practice to all medical undergradu- 
ates, whatever their future work may be, and of bringing a 
whiff of general practice into the rather rarefied atmosphere 
of the teaching hospital. 


Vil. THE GENERAL PRACTITIONER AND THE 
PUBLIC HEALTH SERVICE 


151. The same proportion (79%) of practitioners visited 
and those replying to the postal inquiry expressed the view 
that the introduction of the N.H.S. had had no effect on 
their professional relationships with public health medical 
officers. Some weakening of the personal contact has occur- 
red through the transfer of certain functions from non- 
county boroughs to county councils, and by the use of bed 
bureaux for the admission to hospital of cases of infectious 
disease, while in London a similar weakening has occurred 
through the transfer of functions from the Metropolitan 
Borough Councils to the London County Council. The re- 
placement of the tuberculosis officer by the chest physician 
and the result of the transfer of responsibility for the treat- 
ment of tuberculosis to the regional boards has already been 
mentioned. 

152. In spite of these transfers there is still much of mutual 
interest to’ general practitioners and public health medical 
officers. There is no need for the atmosphere of competi- 
tion between the two branches to persist. When difficulties 
arise they are sometimes found to be due to the separate 
approach to patients by members of the public health 
staff without communicating with the general practitioner 
concerned, with the result that conflicting advice is 
given. 

153. The remedy seems to the Committee to be to some 
extent with the initiative of medical officers of health, who 
are appreciating more fully this need for personal contact. 
The M.O.H. should make himself known and accessible to 
the general practitioners of his area, ascertain their views 
and their problems in relation to his own service, and ensure 
that his staff co-operate, in their various spheres, with the 
patient’s family doctor. The Committee heard with pleasure. 
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of a newly appointed M.O.H. who made it one of his first 


_ duties to make himself known by telephone to each general 


practitioner in his area and to offer his help whenever it 
might be needed. Against this must be set the statements 
made to the Committee by several general practitioners that 
they scarcely knew, or never met, their M.O.H. 

154. Another suggestion that the Committee would like 
to make is that the M.O.H. should arrange some system of 
liaison between the different groups of workers who are 
each contributing in their own fields to the welfare of the 
patient—general practitioners, midwives, district nurses, and 
health visitors. Only good can come from personal contact 
and knowledge of each other’s work. 

155. At the same time the Committee wishes to call the 
attention of general practitioners to the need for reciprocal 
action in this matter. They are urged to make themselves 
acquainted with the services and co-operation offered by 
the public health medical officers, and to respond to their 
initiative. 

156. The Committee has also found that in areas where 
the M.O.H. is a member of the local medical committee 
the relationship between him and the general practitioner 
is improved. This means of contact, if generally adopted, 
might well resolve many difficulties. 


School Medical Officers 


157. The complaint of a doctor in the postal inquiry that 
he had received in five years only two notes from school 
medical officers about children in his care serves to draw 
attention to the following policy agreed between the Asso- 
ciation and the Society of Medical Officers of Health: 

(i) Where, in the opinion of a medical officer employed by a 
local authority, a child needs special investigation (other than an 
ophthalmic examination) or treatment, he should send the child 
to a specialist only after prior consultation with the child’s own 
doctor, upon whom rests the responsibility for general medical 
care. 

(ii) In consulting the general practitioner, the medical officer 
should give him the opportunity to make the arrangements for the 
consultation or to agree—by replying or in the absence of a reply 
—that the arrangements should be made by the medical officer. 

(iii) A copy of any special report on the child received by the 
medical officer should be sent to the child’s own doctor. 


158. The Committee particularly stresses the need for 
close liaison between school medical officers and general 
practitioners regarding the treatment (among other things) 
of all children whose tonsils appear to be enlarged. In its 
opinion the decision whether a child should be sent to a 
consultant should rest with the general practitioner. He 
knows the family history and can relate the child’s condi- 
tion to the environment, and he can best decide whether 
tonsils, which may be large, are injurious to the child’s 
health. It is important that the school medical officer should 
refer children to their own doctors and not to the hospital 


or a specialist. 


District Nurses 


159. There is less criticism of district nurses than of mid- 
wives. Indeed, many practitioners are full of praise for 
them. They are indispensable to efficient general practice, 
and can relieve the doctor of many routine duties, such as 
the changing of dressings or the giving of certain injections. 
A minority of doctors feel that they are losing contact with 
the local district nurse as old methods give place to new. 
Formerly she worked for a particular district, where she 
was known to the doctors and patients and was a familiar 
figure going her rounds on her bicycle. Now she is less 
visible in her motor-car. She works with other nurses for 
a larger area, and has a rota of duty with limited hours. 
Despite the obvious and often necessary advantage to the 
nurse, these new conditions may result in some loss of the 
personal touch. For example, one patient may be visited 
by several district nurses in the course of an illness. The 
doctor is thereby placed at a disadvantage, for there is often 
no particular district nurse to whom he can give instructions. 


160. Wherever this loss of contact has occurred the local 
doctors should make a positive effort to counteract it. 
They are in a position to make strong proposals, for, 
although the district nurse is émployed by the local health - 
authority, she works under the clinical direction of the 
individual doctor whose patient she is attending. A sugges- 
tion which appealed to the Committee and seems well worth 
consideration by the appropriate authorities is that each 
general practitioner in an area shduld have a particular 
district nurse attached to his practice. Both the doctor and 
the district nurse would gain by the personal contact and 
common interest in the patient, and the patient would be 
happier with a district nurse whom he could identify with 
his doctor’s practice. The Committee is, of course, aware 
that under present circumstances the number of areas 
in which such an arrangement would be introduced is 
limited. 

161. It was reported to the Committee that some doctors 
are inclined to leave a great deal to the district nurse with- 
out proper supervision, and thus to take up so much of her 
time that the patients of other doctors are deprived of her 
services. Doctors should be considerate in this matter. 
While the giving of certain injections may safely be dele- 
gated to a district nurse, the general practitioner must him- 
self supervise her work and visit the patient frequently. 


Health Visitors 


162. Although the number of practitioners in the field 
survey and the postal inquiry who made complaints about 
the activities of health visitors were in a minority, the 
character of their criticism suggests that in some areas 
there is serious cause for a review of the functions and 
activities of this group of public health officers. Hitherto 
health visitors have been mainly concerned with maternity 
and child welfare, but now they are rather general social 
workers visiting the home for a variety of purposes. Some 
reorientation of training and attitude is required to meet 
the new type of duty, and in the present transitional stage 
a number of health visitors, failing to appreciate the change, 
are causing difficulty between patients and doctors. The 
Committee agrees with the view that the future training of 
health visitors should consist of a basic training in nursing, 
and a general training in social work specially related to 
the total environment of the patient. 

163. Such a training should produce a suitable type of 
health visitor. The Committee would emphasize the parti- 
cular need of training her to work in co-operation with the 
patient’s doctor. At present health visitors usually visit the 
patient’s home without the doctor’s knowledge and give 
independent and sometimes different advice. Patients are 
bewildered and doctors irritated. 

164. It is most important that the health visitor should 
always get into touch with the patient’s own doctor so that 
she may work in close co-operation with him in every case. 
The administrative arrangements should be such as to give 
effect to and recognize this relationship. It is understood, 
of course, that she would also report to the M.O.H. This 
would tend to increase and improve liaison. The Committee 
has heard of Joint Committees of the General Practitioners, 
Midwives, and Health Visitors, which have resulted in im- 
proved relations and a better service for the patients. 


Liaison with General Practice 


165. The Committee has little doubt that medical officers 
and others working in the public health service are on the 
whole perfectly ready to work in close liaison with the 
general practitioner in the interest of the patient. It seems 
tolerably certain that many general practitioners have hardly 
considered the possibilities, or, alternatively, look upon 
the public health service with suspicion. 

166. The Committee believes that until there is at least 
a closer and more general administrative liaison between 
these two branches of the Service some difficulties and mis- 
understandings will persist. 
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THE GENERAL PRACTITIONER AND 
CONSULTANTS 


167. The personal relationship between general practi- 
tioners and consultants is closely bound up with the impact 
on general practice of the reorganization of the hospital 
services under the N.H.S. The personal contact remains of 
the utmost importance, yet there is evidence that it has 
become weakened during the last few years. The Com- 
mittee has tried to find out the nature and the cause of 
the threatened cleavage, and to suggest how it might be 
averted. In order to avoid a one-sided view it invited a 
number of consultants in different branches to answer 
certain questions, and it is most grateful for their willing 
co-operation. 

168. The results of the various questions put to the general 
practitioners in the field survey and the postal inquiry show 
that, to the majority, their degree of personal contact with 
consultants is satisfactory. Out of 32 consultants who were 
approached 23 (72%) felt that no alteration had occurred 
in their relations with general practitioners since July, 1948. 
Yet the Committee does not feel that all is well in this 
respect. It believes that some general practitioners tend, 
without much reflection, to accept isolation from hospitals 
and an impersonal relationship with consultants as an un- 
avoidable result of the N.H.S. This is not in the interests 
of good medical practice, and the Committee attaches im- 
portance to the minority expressions of opinion to the effect 
that certain features of the consultant services tend to 
weaken the relationship between the general practitioner and 
the consultant. If the patient and the general practitioner 
are to obtain the full value of the consultation there must 
be personal contact or communication. 

169. A complaint which was made in connexion with this 
and several other aspects of the Committee’s inquiry was 
that a patient referred by a general practitioner to a parti- 
cular consultant was often seen only by a registrar or junior. 
The Committee understands that registrars and junior consul- 
tants must be given opportunities of acquiring experience, 
and that the overcrowded out-patient departments require 
their assistance. Nevertheless, if a general practitioner takes 
the trouble to select his consultant and to address a letter 
to him personally, he is justified in expecting that his letter 
will be seen by that consultant personally, who will take 
full responsibility for the patient. There is here an insidi- 
ous alteration of relationship which should not be allowed 
to develop. Hitherto the consultant was responsible to the 
general practitioner who sought his opinion, and, indeed, 
he depended upon the good will of the general practitioner 
for his livelihood. Now the consultant is becoming a remote 
impersonal hospital officer who delegates some of his work 
to registrars. He thus tends to become a consultant, not to 
the general practitioner sending the case, but to a registrar 
needing help. This appearance of an intermediate relation- 


Vil. 


ship is not in the interests of the patient or of general. 


practice. 

170. In drawing attention to practices of this kind the 
Committee is looking ahead to the attitude of future genera- 
tions of consultants. The young consultant with only hos- 
pital experience of medical practice who absorbs this view 
of the consultant’s function will be unaware of the proper 
relations between the consultant and the general practitioner 
and, indeed, of the purpose of the general practitioner’s 
reference. 

171. The Committee heard ‘with interest of the success of 
informal teatime meetings arranged at one or two hospitals 
in the country where general practitioners are welcomed to 
demonstrations and discussions of cases. The Committee 
believes that the widespread development of such meetings 
will bring decided advantages to patients, consultants, and 
general practitioners. The Committee looks to all consult- 
ants to show more interest in professional gatherings, clinical 
and otherwise. The opportunities that arise at these meet- 


ings for getting to know one another and hearing one 
another’s views are of undoubted importance. 


172. There is also much that the general practitioner him- 
self can do to help the development of good neighbourliness 
between consultant and general practitioner. The Commit- 
tee knows that social contacts are common in some areas, 
and believes that the more general they become the better 
co-operation will there be between these two branches of 
the profession. 


information to Consultants 


173. The Committee understands from its inquiries that 
most consultants, when a case is referred to them, prefer a 
letter of medium length summarizing the case history. 

174. Of 983 patients referred to 34 consultants, 69% took 
with them letters from the general practitioners which were 
considered by the consultants to be satisfactory ; 26% 
took letters of little or no value; and 5% took none 
at all. 

175. The Committee recommends that, where appropriate, 
hospital authorities should consider the introduction of suit- 
able forms acceptable to both the general practitioner and 
the consultant for the use of general practitioners who desire 
them when referring patients to hospital. 

176. Whether or not a form is used, hospital procedure 
should ensure that a letter or ferm addressed to a consultant 
is seen only by the consultant, and is not available for 
scrutiny by the patient or by lay staff other than the confi- 
dential clerk concerned. A satisfactory arrangement is 
mentioned in the report of the field survey—namely, a letter- 
card addressed to the hospital appointments clerk which 
contains on the outside all the information fequired by the 
clerk, and a sealed inner letter to be opened by the consul- 
tant to whom it is addressed. 


Domiciliary Consultations 


177. The great majority of general practitioners attend to 
meet the consultant at domiciliary consultations ; in fact, 
the number shows a slight increase since the introduction 
of the N.H.S. There are, however, some general practi- 
tioners who do not feel that it is necessary to be present, 
and a number of consultants who do not hesitate to see a 
patient without the general practitioner. The Committee 
was informed that some consultants arrange domiciliary 
visits at times to suit themselves, regardless of the conveni- 
ence of the general practitioner. 

178. The Annual Representative Meeting and the Joint 
Subcommittee of the Central Consultants and the General 
Medical Services Committees have expressed the view that a 
domiciliary consultation should be a consultation with both 
the general practitioner and the consultant present, and that 
only in exceptional circumstances should a consultant con- 
duct such a consultation in the absence of the general prac- 
titioner. The value of the personal consultation cannot be 
too strongly emphasized. It is, indeed, the essence of the 
domiciliary consultation, and in the Committee’s view no 
consultation in the proper sense takes place if the general 
practitioner is not present. 


Causes of Diminishing Contact 


179. The Committee questioned practitioners on possible 
specific causes Of any diminishing contact or understanding 
between general practitioners and consultants. There is a 
distinct feeling (41% in the field survey, and 55% in the 
postal inquiry) that the tendency of prospective consultants 
to begin specialist training immediately after qualification 
frequently places an obstacle to their appreciation of the 
general practitioner’s outlook and problems. Unless this 
understanding is present it is difficult for the consultant to 
know exactly the kind of help the general practitioner needs 
when he refers a patient for an opinion. 

180. While it is not within the competence of the Com- 
mittee to make recommendations concerning the training 
of the consultant, it will not be exceeding its function if it 
puts forward for the consideration of those concerned some 
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observations on the repercussion of specialist training on 
general practice. The general practitioner when referring 
a patient is justified in expecting that the consultant will 
appreciate his needs and advise measures that are practical. 
Unless the consultant has had some actual experience of 
general practice he is likely to lack a realization of the 
background and environment of the patients he sees. Several 
general practitioners in the inquiry stated that the consul- 
tants who had had some experience of general practice gave 
more valuable advice than those who had not, and even that 
the two groups could be distinguished by their general ap- 
proach to patients. Further, the consultant who has received 
his entire training in hospital tends to develop the technical 
aspects of his work at the expense of the personal touch. 
This has led to the appearance of what some doctors called 
the “ technician type” of consultant, who is not the type to 
attract the confidence of the general practitioner. A short 
period of experience in general practice could do much to 
counteract this tendency. Although it may involve some 
modification of the accepted scheme of training of consul- 
tants in the N.H.S., the Committee puts forward for con- 
sideration the view that such basic clinical grounding, over 
and above the experience gained prior to registration, is 
particularly important in view of the high degree of special- 
ization now existing in medicine. Unless those practising 
a special branch have been so grounded, there is a grave 
danger that the work and development of that specialty will 
become warped. After all, the raison d’étre of the consul- 
tant is to advise the general practitioner needing specialist 
help, and, unless he can in imagination place himself 
in the general practitioner’s position and appreciate the 
patient’s outlook and background, he cannot advise to the 
most valuable degree. 


Administrative Separation 

181. Practitioners on the whole do not seem to be con- 
scious of any adverse effect on their practices of the adminis- 
trative separation of the consultant section of the profession 
under the regional hospital boards and the general-practi- 
tioner section under the local éxecutive councils. They are 
perhaps not sufficiently interested in administration to give 
the matter much thought. To the Committee, however, this 
separation, together with the separation of the public health 
medical service, is one of the greatest defects of the N.H.S., 
and one of the most important causes of the lack of contact 
between the three main branches of the profession. Possibly 
the divergence of interests had begun before July, 1948, but 
it has certainly been intensified since that date by a rigid 
administrative scheme which makes no provision for collab- 
oration between practitioners giving different, though com- 
plementary, service in the same profession. The effects 
permeate general practice, as is shown in various parts of 
this report, and, while the Committee is not directly con- 
cerned with administration, it would recommend that the 
feasibility of co-ordinating the administration of the N.HLS. 
should be studied by the authorities concerned as a matter 
of urgency. 


IX. THE GENERAL PRACTITIONER AND THE 
HOSPITAL: HOSPITAL FACILITIES 


182. It was put to the Committee that, just as every 
patient has his own doctor, so every general practitioner 
should have his own hospital. Although the two parts 
of the proposition are perhaps not strictly comparable, 
there is much to be said for it. It is already the policy 
of the Representative Body of the Association that the 
general practitioner should be constantly and closely 
associated with the hospital, and both the field survey and 
the postal inquiry attempted to ascertain whether this 
association existed in practice. The result found is that 
there is insufficient liaison, and there is less now than 
before July, 1948. At present occupied in adjusting 
themselves to increased demands, many general practi- 


tioners do not appear to feel any serious adverse effect 
on their practices of the absence of hospital facilities. 
Some complain that they still do not enjoy direct access 
to pathological and radiological departments. 

183. Interpreting the idea that “every general practi- 
tioner should have his own hospital,” the administrative 
arrangements would include direct access to the special 
departments, the allocation to general practitioners of 
beds where they could treat their own patients for 
“ general-practitioner conditions,” and the appointment 
of general practitioners to part-time appointments or 
clinical assistantships. All these facilities will give the 
practitioner added interest and more incentive to good 
work, and they will also bring with them the more 
intangible effect of mingling with consultants on their 
own ground and of becoming known in the hospital. It 
is often because he is so little known that the general 
practitioner receives such scant respect from the hospital 
staff. A further advantage is that association with a 
hospital will raise the status of the general practitioner 
in the eyes of the public. In order to achieve a positive 
association of the general practitioner with the hospital 
it will be necessary for hospitals to take steps to encour- 


age contacts. 


General-practitioner Beds 


184. In the opinion of the Committee general- 
practitioner beds are a desirable part of the doctor’s 
equipment on both clinical and social grounds. There 
is often no need for a patient who requires treatment in 
an institutional bed to enter an ordinary hospital ward 
under the care of a consultant. Such cases are to-day 
augmented by social conditions, and many patients 
who could be treated at home must enter hospital 
simply because home nursing and attention are not 
available. 

185. Both the field survey and the postal inquiry 
showed that the great majority of general practitioners 
(89% in the former and 72% in the latter) have no access 
to beds. Although some are conscious of the effect of 
this on their practices, many feel no adverse effect. The 
Committee feels that general practitioners should be 
taught to appreciate the value to them of hospital beds 
where they may treat their own patients for “ general- 
practitioner ” conditions. 

186. The Committee believes that great benefit will 
accrue to general practice if hospital authorities provide, 
whenever possible,.a small number of beds specifically 
allocated to general practitioners for their own cases. 
These need not necessarily be in a separate hospital, 
though the modern type of cottage hospital would serve 
the purpose well. In modern conditions it may be found 
more convenient to allocate a ward in a general hospital 
for this purpose rather than to create new units with, 
possibly, a lower standard of nursing and accom- 
modation. Such an arrangement would be on the 
understanding that, if a general-practitioner bed were 
unoccupied, it could be utilized by a consultant rather 
than allowed to remain empty until the general practi- 
tioner next happens to need it. 

187. In the view of the Committee it is of particular 
importance to town practitioners that they should be 
allowed close association with and access to hospitals. 
It is doubtful whether industrial practice can ever be 
run on lines similar to the family practice in the country. 
The country practitioner, by virtue of distance alone, is 
bound to perform a wider variety of services for his 








148 Sepr. 26, 1953 


THE COMMITTEE’S REPORT 


SUPPLEMENT TO THE 
BRITISH MEDICAL JOURNAL _ 





patients. In the town it is more convenient, and some- 
times even more proper, for the practitioner to pass the 
patient on to the nearby hospital for such services. 


Clinical Assistantships 

188. The Committee agrees with the suggestion that 
there should be general-practitioner clinical assistant- 
ships in hospitals. The Cohen Report, in recommending 
these, emphasizes more particularly that the appoint- 
ments should not be used to dilute the staff of the 
hospital, nor should general practitioners be employed 
primarily to share in the burden of the routine work. 
They are there, the report says, essentially for educa- 
tional purposes. The present Committee was interested 
to note, from the field survey, that 81% of general 
practitioners were in favour of some type of clinical 
assistantship. It is a useful means of associating the 
practitioners with the hospital, and to this the Com- 
mittee attaches much importance. 

189. The Committee favours the suggestions made in 
the Association’s Report on the Association of the 
General Practitioner with Hospital Work, that there 
should be three types of clinical assistantship available 
to general practitioners. The first is the honorary 
clinical assistant, for practitioners to be attached to a 
department or departments for their own education. The 
second type, the established clinical assistant, would be 
for a longer period and would enable the practitioner to 
have responsibility in the department, to gain very con- 
siderable experience, and to qualify to sit for a diploma. 
The third type, the senior clinical assistant, would be 
a post for general practitioners with adequate experience 
in a specialty. 

190. The Committee endorses the warning in the 
Cohen Report that clinical assistantships must not be 
used to encourage the appearance of an inferior grade 
of specialist. 


Access to Special Departments 

191. The Committee’s inquiries show that over half of 
the general practitioners have access to pathological 
facilities and about half to radiological facilities, and 
that the absence of such access causes difficulty to about 
half of those without it. In the postal inquiry, however, 
many practitioners, when replying to other questions, 
mentioned the difficulty and delay caused by having to 
send cases through a consultant. Other evidence before 
the Committee suggests that the question of allowing 
access to these departments to all general practitioners 
should be considered as a matter of urgency by the 
authorities concerned. 

192. In order that it should see both sides of the sub- 
ject, the Committee invited a few consulting pathologists 
and radiologists attached to hospitals or laboratories 
where direct access was allowed to comment on their 
experience of the use of their departments by general 
practitioners. Most of them are satisfied with the 
arrangements and can cope with work sent by general 
practitioners. The degree to which practitioners use tne 
departments depends much upon whether the facilities 
offered are made known to them and upon the standard 
of interest and knowledge of the practitioner. 


193. For example, a consulting pathologist told the 
Committee: “We have two Dr. F.s using this labor- 
atory; the contrast in what they ask us to do has 
constantly made us wonder what the difference is in their 
practices, Dr. F. 1 finds the most exciting cases, uses 





the laboratory wisely and constantly, appreciates every 
figure and result sent to him, and has repeatedly praised 
the service. Dr. F. 2 sends occasional specimens without 
any definite indication of what he wants done, seldom 
appears to recognize the disease he is dealing with even 
when he has sent the case to us for investigation, has to 
have even normal figures interpreted to him, and rejects 
every suggestion we make as to treatment—for example, 
in pernicious anaemia.” 

194. A radiologist who states that nearly all the local 
general practitioners use his department to varying 
degrees writes: “The privilege does lead to some 
appreciation of the department. One town general prac- 
titioner frequently calls to discuss a case before making 
any request, and invariably appears later to see the films. 
This practice is more prevalent among the better- 
quality general practitioners, and for them is worthy of 
encouragement.” 

195. The Committee believes that advantages to both 
sides would result from the opening of pathological and 
radiological departments to general practitioners. It 
would encourage closer relations between the consultant 
and the practitioner, and it would relieve the strain on 
out-patient departments. The Committee puts forward 
the following series of recommendations : 


(i) It is desirable that general practitioners should have 
direct access to pathological and radiological facilities. 

(ii) It is desirable that general practitioners should have 
direct access to pathological departments at least for the 
taking of blood counts and simple chemical investigations, 
in addition to the bacteriological and serological facilities 
provided by the public health laboratories. 

(iii) The use of the facilities should be regarded as a 
consultation between the general practitioner and the patho- 
logist or radiologist. 

(iv) The general practitioner should be encouraged to dis- 
cuss the results of the investigation with the pathologist or 
radiologist when such a discussion seems desirable. 


Physiotherapy Services 


196. The ancillary treatment which general practi- 
tioners find it most difficult to obtain for their patients 
is physiotherapy. This is caused partly by the lack of 
sufficient physiotherapists and partly by the necessity, in 
the N.H.S., for sending every patient to a consultant 
before treatment can be ordered. The patient has to 
wait a long time for an appointment, the domiciliary 
service is inadequate, and the long journey that may have 
to be undertaken to attend the physiotherapy centre 
sometimes undoes the benefit obtained by the treat- 
ment. 

197. The Committee was also informed that some 
consultants who prescribe the treatment may have no 
experience of general practice or knowledge of the home 
conditions of patients, that they may prescribe in unsuit- 
able cases, and that they may allow the treatment to be 
continued longer than is necessary or desirable. In the 
view of the Committee the advice of a competent general 
practitioner would help to ensure that the facilities for 
physiotherapy were used to the best advantage and in 
those cases where it is likely to prove most beneficial. 
The number of consultants in physical medicine is likely 
to remain small for some time to come, and the Com- 
mittee considers that a physiotherapy department which 
has no consultant in physical medicine might well be 
placed under the direction of a suitably trained general 
practitioner, acting in the capacity of a member of the 
hospital staff. 
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X. THE GENERAL PRACTITIONER AND THE 
HOSPITAL : RELATIONS WITH HOSPITALS 


198. The Committee has already considered the general 
practitioner’s personal relations with consultants in 
hospital and his opportunities, or absence of oppor- 
tunities, for taking part in hospital work. It now turns 
to the effect on general practice of the inadequacy of 
hospital provision and of certain aspects of hospital 
procedure. About half the practitioners in the field 
survey and nearly two-thirds in the postal inquiry state 
that their practice is obstructed in various ways. Replies 
to other more specific inquiries show that the greatest 
difficulties arise from the insufficiency of beds, long waits 
for consultations, and delays in sending notifications and 
reports to the general practitioner. 


199. There is little complaint of actual encroachment 


on general practice by hospitals. Indeed, as the inves- 
tigator in the field survey found, many general 
practitioners are only too glad to let the hospitals 
relieve them of some of their burden. Patients are rarely 
accepted in the out-patient department without a letter 
from the general practitioner, but one-third of practi- 
tioners complain that patients sent for consultations are 
retained for treatment unnecessarily, There was, how- 
ever, a substantial amount of dissatisfaction that, after 
the initial treatment or after discharge from the wards, 
patients are required to return to the hospital at frequent 
intervals for inspection or aftercare which the practi- 
tioner could provide just as well in his surgery. 


Out-patient Waiting-lists 


200. Both the field survey and the postal inquiry 
indicate that the period of delay for making an appoint- 
ment with a consultant in the out-patient department is 
most frequently two or three weeks, and that the depart- 
ment in which the longest delays occur is the orthopaedic 
department. Some practitioners in the postal inquiry 
added that, after the first consultation, further delay 
occurred before specialist treatment or investigation was 
carried out. 

201. The majority of hospitals operate an appointments 
system, and the majority of general practitioners who 
were questioned on this matter found that it worked 
satisfactorily. The Committee agrees that appointments 
systems in out-patient departments are desirable. It 
heard also, however, a certain amount of criticism, and 
there seems to be room for improvement. For example, 
it was informed that at some hospitals all patients are 
instructed to attend at the same time, and then wait their 
turn, perhaps for two or three hours. In the view of the 
Committee this does not constitute an appointments 
system. 

202. One cause of delay which was often mentioned 
in the inquiry and which appears to be a source of irri- 
tation to busy general practitioners was the fact that 
consultants saw only a limited number of patients at each 
session, and any excess numbers have to be given an 
appointment at a later date. There may be a good reason 
for this, as in the case of a surgeon who must restrict the 
number of consultations he gives in order to keep his 
operation list within practicable limits, or a consultant 
who is pressed to keep his other commitments, but some 
general practitioners have the feeling that consultants, 
who are now salaried, are disinclined to work beyond the 
limits of their “ notional half-day.” This is contrasted 
with the lot of the general practitioner, who must con- 


tinue his surgery until the last patient has been seen, no 
matter how late the hour. 

203. The Committee suggested that the difficulty might 
be eased if separate sessions were held for new patients 
and “old” patients, appointments being made only for 
the “ old” patients. 

204. Both the general practitioner and his patient 
would undoubtedly feel more satisfied and have more 
confidence in the consultation if they were assured that 
all the letters were opened in the first instance by the 
consultant himself and that only he would delegate cases 
to a first assistant. The consultant would then be freer 
to see the more difficult cases himself and still remain 
available to advise the assistant when necessary. The 
Committee is informed that this system works efficiently 
in at least one out-patient department. 


Minor Operations in Out-patient Departments 


205. Long waits occur also for minor operations to be 
performed in the out-patient department. One cause of 
this is that many general practitioners send to hospital 
cases which, before the introduction of the N.H.S., they 
would have undertaken themselves. The Committee has 
already made recommendations on this matter. 

206. The greatest delay occurs in the ear, nose, and 
throat departments ; children may wait one or two years 
for the removal of tonsils. One unavoidable cause of this 
is the fact that, owing to the danger of subsequent polio- 
myelitis, operations on tonsils and adenoids are now 
performed only during the six months from November 


to April. 


Admission to Beds 


207. A large majority of the general practitioners in 
the postal inquiry stated that their patients had to wait 
for beds, and in the field survey 58% found their prac- 
tice obstructed by this delay. The waiting period may be 
as much as a year for some non-urgent cases. 

208. Where difficulties arise with emergency admis- 
sions they are usually great and frustrating. A feeling 
which found expression to a considerable extent was 
that increasing specialization brought with it so much 
sectionalization of the beds in a hospital as to remove 
flexibility. This has the effect of reducing the number 
of beds that can be made available for the admission of 
cases, particularly in emergency. The Committee does 
not dispute the necessity for increased sectionalization of 
hospital beds. It does, however, plead for the abolition 
of the administrative rigidity associated with such 
sectionalization. 

209. If a general practitioner is associated with any 
particular hospital, to which he normally sends his 
cases, that hospital should share with him the 
responsibility of finding a bed for his patient in an 
emergency. 

210. Another obstruction to the speedy turnover of 
beds is their occupation by patients who are waiting to 
see the consultant either before or after treatment. A 
new patient may occupy a bed for two or three days 
before he is seen by a consultant, and if it is necessary 
for two or more consultants in different branches of 
medicine to see him several days may elapse before a 
decision on procedure is taken. The Committee recom- 
mends that every effort be made to arrange for new 
patients to be seen on the day of admission by a member 
of the staff who is competent to make a decision on the 
disposal of the case. 
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Reports and Notifications to Practitioner 


211. Complaints were received in both the field survey 
and the postal inquiry of the delay in receiving reports 
and notifications concerning their patients in hospital. 
The failure of the hospital staff to inform the general 
practitioner of the result of an out-patient consultation 
or of the discharge or death of an in-patient is not only 
discourteous but it also frequently places the doctor in a 
difficult or embarrassing position—for example, when 
the discharged patient comes to him for further treat- 
ment or when he hears of the death of his patient from 
the relatives. It also lowers the status of the practitioner 
in the eyes of his patients if they find that the hospital 
does not trouble to give him information. 

212. In order to have evidence from both sides the 
Committee asked a group of consultants whether they 
sent an immediate report to the general practitioner con- 
cerned on the discharge of a patient from hospital. Of 
44 consultants 23 replied “ Yes” and 21 replied “ No.” 
The delay, which was in most cases up to one weck, was 
usually explained as arising in the clerical or records 
department. Three stated that letters were written only 
on certain days. 

213. There is a natural tendency on the part of the 
general practitioners to lay the blame for these short- 
comings squarely on the shoulders of the medical staff, 
especially those of more junior status. The Committee 
urges that every effort be made to solve this problem, 
which is of very great.importance to the practitioner in 
his treatment of and personal relations with his patient. 
It realizes that there are difficulties, especially where 
sufficient clerks conversant with medical terms are not 
made available to ease the burden borne by many a 
depleted house staff. 

214. A suggestion which was made by a general prac- 
titioner and is already adopted by at least one consultant 
is that on discharge the patient be given a brief letter 
to present to his doctor. The Committee suggests that 
this procedure could well be more widely adopted. It 
also recommends, most emphatically, that when a patient 
dies in hospital the general practitioner should be notified 
immediately. 

215. The Committee considered, without reaching a 
definite conclusion, whether it was desirable for a prac- 
titioner to be notified when a patient sent for consultation 
was transferred to another department or required some 
investigation. Some members thought that he should be 
informed before any decision was taken, because it was 
the responsibility of the general practitioner to decide 
whether the suggested further action should be taken 
and to select the consultant to be approached for the 
- further opinion. Others thought that the reference back 
at every stage might cause needless delay, and they 
would be content for the consultant simply to inform 
the doctor of the action taken. 

216. These difficulties would be minimized if the 
general practitioner were better known at the hospital 
and were able to take some part in the work, in accor- 
dance with the Committee’s earlier suggestions. The 
result of closer contact between the general practitioner 
and the hospital would reduce formality in all sorts of 
ways, and would supplement formal notification with 
friendly discussion. The almoner is in a position to con- 
tribute another link between the general practitioner and 
the hospital. Whenever a patient is discharged from 
hospital there should be close liaison between his doctor, 
the almoner, and the health visitor. 


XI. THE GENERAL PRACTITIONER AND THE 
STATE 


217. Since 1911 the majority of general practitioners 
have combined State practice with private practice, their 
income being composed in part of capitation fees from 
the State for State patients and in part of fees assessed 
by themselves as the value of services rendered to private 
patients. One of the fundamental changes brought about 
by the N.H.S. was the severe curtailment of the field for 
private practice. Most general practitioners now receive 
all, or nearly all, their income from the State for the 
treatment of N.H.S. patients. While in theory this fact 
should make no difference to the quality of medical care, 
the change has brought with it many new problems. 
Some of these are concerned with finance and the prac- 
titioner’s dependence upon a national capitation fee 
rather than upon his own assessment of fees. Some of 
them are of a more subtle nature and concern the prac- 
titioner’s attitude towards his work. 

218. The Committee’s purpose in this section of its 
inquiry has been to ascertain whether the N.H.S. has had 
any adverse effect on the standard of general practice. 
Some of its questions, for example, attempted to find out 
whether there was any justification in the complaints 
frequently heard that general practitioners work much 
harder now than before July, 1948, and that much of 
their time is spent in dealing with trivial ailments which 
would previously have been treated by the patient at 
home. 


Excessive Demands 


219. Rather more than half the practitioners in the 
field survey and 80% in the postal inquiry feel that they 
are working harder now than before 1948, and 30% 
and 53% respectively feel that excessive numbers of 
unnecessary demands on their time are being made by 
patients. The tendency of some doctors to complain that 
a certain proportion of their time is spent in the treat- 
ment of “trivial” ailments needs scrutiny. There can, 
of course, be no firm definition of a trivial ailment, 
either from the patient’s point of view or from the 
doctor’s. A request for treatment which to one doctor 
is merely an annoyance may present to another material 
of real clinical interest or even a basis for research in the 
study of so-called trivialities. Moreover, who shall say 
without examining the patient whether a condition is 
“trivial” ? If patients are encouraged by the profession 
itself to seek medical advice in the early stages of illness 
they cannot wholly be blamed if some of them approach 
the doctor unnecessarily. What seems trivial to the 
doctor may not be so to the patient, who may have no 
one else to turn to for help in his problem. Some 
doctors, especially the younger ones without long 
experience, may not be aware how helpless the patient 
may feel in his small troubles and what relief a sym- 
pathetic hearing can give him. 

220. The Committee is of course aware that in most 
practices there are a few patients who make unreason- 
able demands and cause the doctor irritation out of all 
proportion to their number. It is also aware of the 
existence of the patient with the “shopping list.” Its 
view is that, while it is important that patients should be 
encouraged to seek medical advice in the early stages of 
disease, it is reasonable to expect that the public might 
be educated to be more self-reliant and to become 
acquainted with the elements of first-aid and home 
nursing. Similarly the Committee feels that there is 
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room for some education of the public in the 
proper code of conduct in the doctor-patient rela- 
tionship. 

221. The investigator in the field survey had the oppor- 
tunity of noting that this difficulty of unnecessary 
demands for service was not met in colliery practices 
which were formerly conducted as “club practices.” 
These practices had already passed through the change 
which tends to occur in the attitude of the patient when 
the financial barrier to the doctor’s service is removed, 
and the coming of the N.H.S. has had little effect on 
them. Other practices are now passing through a similar 
phase. Some doctors think that the peak has been 
reached and the demand is settling down to what is likely 
to be the normal in the new conditions. Others say that 
the demand remains at the peak. The Committee believes 
that the average number of services likely to be required 
of a practitioner in the future will remain higher than in 
the pre-N.H.S. years. 


Prescribing 


222. Overprescribing includes the prescribing of 
expensive equivalents instead of comparatively inexpen- 
sive medicaments, and the use of more popular, more 
complicated, and more expensive remedies in the place of 
simple inexpensive drugs which are therapeutically as 
effective. Some of these inexpensive drugs were proved 
remedies before the introduction of newer discoveries 
which have tended to be taken into wholesale, and some- 
times indiscriminate, use. 

223. The Committee believes that overprescribing 
plays at least some part in the magnitude of the nation’s 
drug bill. But it does not believe that this is entirely the 
fault of general practitioners. A potent factor is the 
demand by patients for expensive preparations which 
have been recommended ‘by hospitals or have been 
selected by the patients themselves in response to hear- 
say. 

224. While the Committee recognizes that the General 
Medical Services Committee has the subject constantly 
under consideration, it would resist most strongly any 
attempt to restrict the liberty of any doctor to prescribe 
what is necessary for the patient. Nevertheless, it 
believes that many might with advantage review their 
prescribing habits, including a study of the National 


Formulary, 1952. The Committee believes that. 


the Formulary forms an excellent basis for the self- 
education of the doctor in the art of prescribing at 
once economically and efficiently. It is of the opinion 
that all members of hospital staffs, especially house 
officers, should also be supplied with copies of the 
Formulary. 

225. There is, here and there, a tendency to use a 
steam-hammer where nutcrackers will do. In past years 
the absence of remedies that now exist and are regarded 
by some almost as panaceas made it more easy to 
realize that nature has a part to play in the resolution of 
illness. Now there is danger, for example, of “sulpha ” 
drugs taking the place of diagnosis. 

226. The Committee feels that the nation’s drug bill 
will continue to increase. At present it is difficult for 
the local medical committees to act in this matter as they 
acted under the National Health Insurance because of 
the backlog which at present obtains in the pricing 
bureaux. 

227. The profession is therefore urged to exercise the 
greatest care in prescribing in order to counteract the 


inevitable rise in the drug bill. Discrimination in pre- 
scribing should be more widely taught in the schools, 
and it should be realized by all that economical 
prescribing is usually good prescribing. 


Size of Lists 


228. The reports in the field survey and the postal 
inquiry show that in 1951-2 the number of patients cared 
for by a practitioner lay most frequently within the 
range 2,000-3,500. There were undoubtedly some prac- 
titioners who found no great difficulty in properly look- 
ing after a full list of patients (4,000). There were 
others who felt compelled by economic necessity to care 
for more patients than they could, in their view, properly 
manage, although their lists were under 4,000. Yet 
others were finding difficulty in building up a list of 
patients large enough to give them a reasonable liveli- 
hood and sufficient clinical experience. 

229. The Committee offers no solution to this problem, 
but it stresses its view that the mere size of list is by no 
means the only criterion of a good practice. The finan- 
cial advantage of a large list has played too great a part 
in general practice under the N.H.S. It has been some- 
times all-important, which is undesirable. It now 
remains to be seen whether the new financial arrange- 
ments will effect the necessary adjustments of these 


difficulties. 
The General Attitude 


230. One of the best tests of the efficiency of a medical 
service is whether the doctors operating it are reason- 
ably happy and contented. The field survey and the 
postal inquiry agree in showing that about 55% of 
general practitioners are reasonably happy and con- 
tented in the N.H.S., excluding from consideration any 
question of finance. Obviously there is considerable 
room for improvement, but the proportion suggests that 
there is less downright opposition to the N.H.S. than is 
sometimes supposed. Practitioners are critical and feel 
restricted in the service they can render to their patients 
under the scheme, but, as the field investigator has 
found, they are in a receptive state of mind -and are 
ready to make the scheme a better service if they are 
allowed the opportunities to do so. 


XII. CONCLUSION 


231 The ultimate question to which the Committee 
has sought an answer is whether the general practitioner 
of to-day is able to practise good medicine. It believes, 
on the evidence it has collected, that an unqualified 
affirmative answer cannot be given. If the scope and 
conditions of general practice are conducive to good 
work the right type of men and women will enter it and 
provide a high standard of service for their patients. 
If the scope and conditions fall short of a satisfactory 
basis for a career, general practice will either fail to 
attract the best type of medical practitioner or it will be 
pursued in a spirit of anxiety and frustration, to the 
detriment of the medical profession and of the com- 
munity as a whole. 

232. The results of the surveys suggest that about half 
the general practitioners in the N.H.S. are reasonably 
happy and contented in their work, and that a similar 
proportion may be described as “ good” doctors. It is 
significant that in the field survey the youngest age group 
has the highest proportion of doctors in the category 
“good”: in the other two age groups the highest pro- 
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portions are classed as “adequate.” If the young 
entrant to general practice is indeed of a high quality, it is 
all the more incumbent upon those responsible for the 
organization of the N.H.S. to ensure that he has the 
“ tools ” to do his job. 


233. Two obstacles to the improvement of general 
practice to-day lie in the insufficiency of personal con- 
tact between general practitioners and practitioners in 
other branches of practice and in the separation, in both 
practice and administration, ofthe three main branches 
of medicine—namely, general practice, hospital practice, 
and public health practice. From these two defects flow 
most of the general practitioner’s difficulties. The ten- 
dencies to disunity are not new ; they have been creeping 
on the profession for at least thirty years. They are due, 
historically, to the continuous broadening of the field of 
medicine, the consequent specialization, and the different 
rates of development of the different sections of medical 
practice. The progress of general practice has been over- 
shadowed by the rapidity of the growth of other 
branches, and the general practitioner has not shared in 
the limelight of his specialist colleagues or in the local 
publicity of the public health services. 


234. The practice of good medicine is also endangered 
when clinical activity has to be subordinated to admini- 
strative duties in the N.H.S. and when excessive demands 
for service curtail the time available for the adequate 
knowledge and treatment of individual patients. The 
doctor consequently loses interest and feels frustrated ; 
one young doctor replied to the postal inquiry, “ Only 
rarely do I feel I am really practising medicine.” This 
barrier to good medicine is intensified by the fact that 
insufficient remuneration leads many doctors to accept 
larger lists of patients than they can efficiently serve— 
some may even be selective and refuse to accept the 
chronic sick or those who are likely to require much 
attention. The general public, too, must share some of 
the responsibility for the failure to allow general practice 
to achieve its fullest scope. The growing emphasis in 
the public mind on hospitals and specialists at the expense 
of the general practitioner reached its climax at the intro- 
duction of the N.H.S., when, having been promised a 
complete and “ free” medical service, a large proportion 
of patients demonstrated their opinion of general prac- 
titioners as suppliers, on demand, of prescriptions and 
certificates. Although, as Lord Dawson said, “ Man 
sick is individualistic,” and in real illness turns, as always, 
to his own doctor for help, the time and skill: of the 
general practitioner are too often abused by patients 
who have no true need of his services or who regard 
him as only an intermediary to the hospital service. The 
proper discipline of his patients is, of course, in the 
hands of the general practitioner himself, but some of 
the effort which is given to public instruction in the 
wonders of scientific medicine and the marvels of the 
modern hospital service might with advantage be devoted 
to informing the public of the functions of the general 
practitioner and of the way in which his services should 
be sought. 


235. That there is something wrong seems to be shown 
by the fact that, although there is a substantial annual 
increase in the number of principals in general practice, 
there are still young practitioners who cannot find the 
kind of practice they want. It is said that they all seek the 
easier practices in the more favoured parts of the 
country. The Committee cannot help feeling that some 
young men expect to get on rather too early and too 


quickly. They want the cream before they milk the cow. 
On the other hand, there are young practitioners who 
say they cannot find the type of practice where they can 
“really practise medicine” and not be merely finger- 
posts. The Committee believes it to be the case that at 
present there are more opportunities for finger-posts and 
financial advantages for the practitioner who is inclined 
to be superficial and who is easy with prescriptions but 
reluctant to sign on the chronic sick. There are too few 
openings and inducements for the careful, keen practi- 
tioner who likes to be thorough in his examinations and 
treatment and to have time for study and reflection. 


236. The general trends of practice and the dangers 
threatening general practitioners were recognized by the 
Association in its General Medical Service for the Nation 
in 1929, by the Medical Planning Commission in 1942, 
by the profession’s negotiators in the years following the 
issue of the Beveridge Report, and by many of the more 
thoughtful members of the profession. All this work did 
not stem the tide, and the practicalities of the N.HS., 
with its deliberate tripartite administration, only exacer- 
bated already existing tendencies, with the result that 
many general practitioners now feel that they are 
entirely separated and isolated from their colleagues 
in other branches and left with a contracted scope of 
practice. 

237. One of the greatest services which the present 
generation of practitioners and administrators could 
render to the profession would be the reversal of these 
disintegrating tendencies and the restoration in the pro- 
fessional and the public mind of the sense of the oneness 
of Medicine. There must be more understanding that, 
on a long view, the interests of all branches of the pro- 
fession are the same and that no one section can 
continue to prosper at the expense of the others. All 
categories and individuals are interdependent, so that if 
one group is injured or depreciated the whole balance 
of medical practice is upset and the standard of service 
to the community is lowered. General practice is being 
injured at the present time by disunity and lack of co- 
ordination. There is urgent need for a sense of profes- 
sional unity and for deliberate and early action to give 
the general practitioner his proper place in a united 
profession, opportunities and freedom to exercise his 
skill, personality, and initiative to the fullest extent, and 
an environment of practice in which he may fulfil his 
sense of vocation as family doctor and personal medical 
adviser. 


SUMMARY 
The General Practitioner 
1. Those responsible for the selection and training of 
medical students should have regard to the broad general 
education and the “all-round” knowledge and skill 
required for general practice. (Paras. 15-24.) 


The Doctor—Patient Relationship 


2. The conditions of general practice should be such 
as will encourage the maintenance of the highest possible 
standard of the doctor-patient relationship. (Paras. 
25-40.) 


The General Practitioner’s Range of Service 


3. In order to permit continuity of care and general 
responsibility it should be an accepted principle in all 
hospitals that reasonable opportunities are provided for 
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general practitioners to visit their patients from time to 
time and to discuss their progress with members of the 
hospital staff. (Paras. 42-5.) 

4. Arrangements for a division of work in a multiple 
practice should be such as will encourage the principle 
of continuous responsibility. (Para. 47.) 

5. There should be close and active co-operation in 
the field of health education and preventive medicine 
between the general practitioner and the public health 
department. (Para. 50.) 

6. So far as is practicable, occupational health schemes 
should employ general practitioners in a part-time 
capacity. (Paras. 51-2.) 

7. The conditions of general practice should be such 
as will give the practitioner the time he needs for each 
patient. (Para. 53.) 

8. The general practitioner should undertake for 
National Health Service patients those minor operations 
which, before the Service was introduced, he performed 
as part of clinical treatment in the ordinary course of 
general practice. (Paras. 58-61.) 

9. Consideration should be given to the possible advan- 
tages of granting general practitioners facilities in local 
hospitals for performing minor surgical procedures for 
their patients and give immediate aftercare. (Para. 62.) 

10. General practitioners and members of hospital 
staffs should discuss and decide upon their respective 
ranges of activity in minor surgery and other fields. 
(Para. 62.) 

11. Account should be taken of the difficult position in 
which the pressure of events has placed the general 
practitioner with regard to certification. (Paras. 63-4.) 

12. General practitioners in an area should meet from 
time to time to determine and agree upon a “common 
certification front.” (Para. 64.) 

13. A general practitioner who wishes to develop a 
specialty, either within his own practice or with a view 
to becoming a consultant, should be given opportunities 
to do so, with a minimum of interference with the 
management of his practice. (Paras. 66-8.) 

14. Midwifery should be regarded as an integral part 
of general practice, and every possible encouragement 
should be given to general practitioners to undertake it. 
(Paras. 69-87.) 

15. General-practitioner maternity units should be 
established for confinements which, but for social circum- 
stances, would have taken place at home. (Paras. 74-5.) 

16. The general practitioner and the midwife should 
work together as a team from the first antenatal exam- 
ination. (Paras. 76-83.) 

17. The use of the term “ maternity nurse ” should be 
discontinued when the midwife is working with the 
doctor. (Para. 83.) 


18. The present obstetric lists maintained in England. 


and Wales should be replaced by the Scottish procedure 
—that is, that every registered medical practitioner who 
indicates his willingness to practise obstetrics regularly 
should automatically be eligible to have his name 
included, if he so desires, in a list of practitioners under- 
taking to provide midwifery services, and should receive 
the full fee. (Para. 84.) 

19. The maternity services of the local health authority 
and the general practitioner should be complementary 
and not alternative, and, in order to preserve continuity 
of care of the patient, it should be an accepted principle 


that the proper person to conduct antenatal examin- 
ations is the doctor who will be responsible for the con- 
finement. (Paras. 85-7.) 

20. In order to co-ordinate the various sections of the 
service dealing with the prevention and care of tuber- 


culosis, there should be the closest possible co-operation - - 


between the general practitioner, the chest physician, and 
the tuberculosis visitor. (Paras, 88-91.) 

21. In each area beds should be available at reasonably 
short notice for cases of tuberculosis requiring early 
admission and for any acute emergencies. (Para. 91.) 

22. Old persons who are acutely ill should be treated 
in a general hospital in the same way as a younger 
person, the same principles for urgent admission being 
applied. (Para. 93.) 

23. An appropriate medical officer should visit and 
examine every aged, infirm, or chronic sick patient pro- 
posed for the waiting-list for institutional care, and 
assess the degree of priority or urgency in consultation 
with the family doctor. (Para. 94.) 

24. More Eventide Homes should be provided. (Para. 
95.) 

25. There should be a substantial expansion of the 
home help service, including night attendance, for the 
aged and chronic sick. (Paras. 96-7.) 


The Organization of General Practice 

26. The attention of general practitioners should be 
drawn to the advantages of non-medical help for clerical 
and allied duties. (Para. 109.) 

27. The attention of the telephone authorities be drawn 
anew to the pressing requirements of the profession for 
easily arranged transfer of messages. (Para. 114.) 

28. Any system of health centres should come after 
further experiment, including the development of com- 
munal surgeries set up by general practitioners them- 
selves, rather than be imposed from outside the profes- 
sion, (Paras. 118-22.) 


The General Practitioner and his Colleagues 

29. Properly devised local rota schemes are valuable as 
a method of providing relief for individual practitioners. 
(Para, 128.) 

30. Principals should be encouraged in all possible 
ways, including the payment of compensation for the 
part of the practice concerned, to enter into partnership 
rather than employ permanent assistants. (Paras. 135-9.) 

31. The various suggestions for postgraduate education 
made in the Cohen Report should be put into operation 
wherever possible. (Para. 141.) 

32. Wherever possible, combined clinical meetings 
between general practitioners and consultants should be 
held at local hospitals, the academic interest being given 
a social background. (Para. 142.) 

33. The idea of senior medical students being asso- 
ciated with general practitioners, especially in the 
neighbourhood of teaching hospitals, should be explored. 
(Para. 150.) : 


The General Practitioner and the Public Health Service 
34. Endeavours should be made by both medical 
officers of health and general practitioners to improve 
the contact and understanding between the two branches 
of practice. (Paras. 152-5, 165-6.) 
35. The medical officer of health and the general prac- 
titioners in the area should together arrange some 
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system of liaison between the different groups of workers 
who are each contributing in their own fields to the 
welfare of the patients—namely, general practitioners, 
midwives, district nurses, and health visitors. (Para. 
154.) 

36. Just as there is provision in the model scheme for 
the M.O.H. to be a member of the local medical com- 
mittee, so there should be statutory provision for general 
practitioners nominated by the local medical committee 
to be included in the membership of the health com- 
mittee of the local health authority. (Paras. 156, 122.) 

37. All concerned should take active steps to implement 
the agreement between the Association and the Society 
of Medical Officers of Health on the reference of school- 
children to consultants. (Paras. 157-8.) 

38. General practitioners should make every effort to 
maintain personal contact with district nurses, the clinical 
details of whose work should be arranged in consultation 
with the patient’s doctor. (Paras. 159-60.) 

39. Every effort should be made to secure an adequate 
number of district nurses. (Para. 159.) 

40. The health visitor should always get into touch 
with the patient’s doctor so that she may work in close 
co-operation with him in every case. (Para. 164.) 


The General Practitioner and Consultants 


41. General practitioners and consultants should be 
urged to take positive steps to achieve the closest possible 
co-operation. Opportunities for both professional and 
social contact should be actively pursued. (Paras. 167- 
72.) 

42. Where appropriate, hospital authorities should con- 
sider the introduction of suitable forms, acceptable to 
both the general practitioner and the consultant, for the 
use of general practitioners who desire them when refer- 
ring patients to hospital. (Para. 175.) 

43. Administrative arrangements in hospitals should be 
such that letters addressed to consultants are not seen 
by the patient or by lay staff other than the confidential 
clerks concerned. (Para. 176.) 

44. A domiciliary consultation should be a consultation 
with both the general practitioner and the consultant 
present, and only in exceptional circumstances should a 
consultant conduct such a consultation in the absence of 

. the general practitioner. (Para. 178.) 

45. Every prospective consultant should consider the 
advantages, both to medical practice and to himself, of 
including in his training a period in general practice, and 
it is desirable that he should be afforded opportunities of 
gaining such experience. (Paras. 179-80.) 


Hospital Facilities for the General Practitioner 


46. Ideally, every general practitioner should be posi- 
tively associated with a hospital. In order to achieve this 
it will be necessary for hospitals to take active steps to 
encourage closer contact. (Paras. 182-3.) 

47. The widest possible application should be accorded 
to the principle that general-practitioner beds should be 
available to all practitioners. (Paras. 184-7.) 

48. Clinical assistantships should be available to 
general practitioners on the lines suggested in the Asso- 
ciation’s Report on The Association of the General Prac- 
titioner with Hospital Work. (Paras. 188-90.) 

49. General practitioners should have direct access to 
pathological and radiological facilities. (Paras. 191-5.) 


50. The use of the facilities of the special departments 
should be regarded as a consultation between the general 
practitioner and the pathologist or radiologist. (Para. 
195.) 

51. The general practitioner should be encouraged to 
discuss the results of investigations with the pathologist 
or radiologist when such a discussion seems desirable. 
(Para. 195.) 

52. In order that physiotherapy services may be used 
to the best advantage, the advice of a suitably trained 
general practitioner should be available to the physio- 
therapy department. (Paras. 196-7.) 


The General Practitioner’s Relations with Hospitals 


53. A searching examination of the appointments 
system in hospital out-patient departments is desirable 
with a view to eliminating the long waits, special con- 
sideration being given to the possible advantages of 
new cases being seen without appointment. (Paras. 
200-3.) 

54. A patient referred to a particular consultant should 
be seen by an assistant only after an express delegation 
by the consultant in the individual case. (Para. 204.) 

55. The availability of beds for admissions should be 
improved by substituting flexibility for administrative 
rigidity. (Paras. 207-8.) 

56. The hospital to which the general practitioner nor- 
mally sends his cases should share with him the respon- 
sibility of finding a bed for his patient in an emergency. 
(Para. 209.) 

57. Steps should be taken to reduce the time-lag 
between admission to hospital and the initiation of treat- 
ment and between the cessation of treatment and dis- 
charge. (Para. 210.) 

58. Immediate notification, with the relevant infor- 
mation, be given to the general practitioner on the 
discharge of a patient from hospital, after attendance as 
an out-patient, and on reference to another consultant 
(Paras. 211-16.) 

59. The general practitioner should be notified imme 
diately when a patient of his dies in hospital. (Para 
214.) 


The General Practitioner and the State 


60. Consideration should be given to educating the 
public to be more self-reliant and to become acquainted 
with the elements of first-aid and home nursing. (Para. 
220.) 

61. General practitioners should review their prescrib- 
ing habits, including a study of the National Formulary 
1952. (Paras. 222-7.) 

62. All members of hospital staffs, especially house 
officers, should be supplied with copies of the National 
Formulary. (Para. 224.) . 


Unity of the Profession 


63. General practitioners should take active steps, even 
at some slight personal sacrifice, to establish friendly 
relations between them and their general-practitioner 
colleagues. 

There are differences that can be composed and gaps 
that must be closed between the three branches of the 
Service. The Committee does not believe that multi- 
plication of liaison committees alone will have the 
desired effect, and feels that in order to achieve this it 
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will be necessary for all individuals concerned in all 
branches to concentrate their attention rather less on 
their own individual problems and to bring it to bear 
on the problems of the N.H.S. as a whole. The Com- 
mittee recommends that the most urgent consideration 
be given at all levels to the vast problem of how to 
achieve the closest possible integration in the Service. 





APPENDIX 


SOME OTHER INQUIRIES INTO GENERAL 
PRACTICE 


The present condition of general practice is engaging the 
attention of other bodies both within and outside the British 
Medical Association. Some of these are concerned with 
the whole field, others with particular aspects. The Com- 
mittee thinks it may be useful to list below the various 
inquiries which it knows to be in progress. Such material 
as is already available from these inquiries has been taken 
into consideration. 

Central Health Services Council—A committee was ap- 
pointed early in 1951, under the chairmanship of Sir Henry 
Cohen, to study general practice under the National Health 
Service. 

Medical Practices Committee—Annual Reports of the 
Medical Practices Committee for England and Wales and 
of the Scottish Medical Practices Committee on the distribu- 
tion of the profession. 

British Medical Association——The British Medical Asso- 
ciation and the General Medical Services Committee are 
continuously occupied with matters affecting the general 
practitioner. Among recent special reports are: “ General 
Practice and the Training of the General Practitioner,” 1950, 
and “Report on Health Centres,” 1949. The Committee 
acknowledged the help received from the many Divisions and 
Branches which set up study groups or special subcommittees 
to consider the Cohen Report on “ General Practice and the 
Training of the General Practitioner.” 

Medical Research Council—An intensive study is being 
made, under the auspices of the Council, of the work of a 
single ordinary general practice in London, and of the 
“ needs ” of the people in it, by the Social Medicine Research 
Unit at the Central Middlesex Hospital, Willesden, London, 
N.W.10. 

Scottish Health Services Council—The Committee wel- 
comes the report of a special committee on the “ General 
Practitioner and the Hospital Service,” which was published 
in December, 1951, and endorses the many valuable sug- 
gestions made. 

Nuffield Provincial Hospitals Trust—On behalf of the 
Trust Dr. Stephen Taylor is making a detailed study of a 
number of well-organized practices where “doctors have 
already grouped themselves together, adapted their pre- 
mises, and availed themselves of appropriate ancillary help. 
The purpose is “to examine the best—to see how good it 
is and how far it deserves to be set up as a model for others 
to follow.” The Trust is also conducting experiments “to 
test and demonstrate various conceptions of a health centre.” 
Three are at present in progress: (i) a teaching health centre 
attached to the medical school of the University of Man- 
chester ; (ii) a diagnostic health centre for the new town of 
Corby, in Northamptonshire ; and (iii) a simple type of 
health centre for the new town of Harlow, in Essex. Another 
experiment which the Trust has initiated is concerned with 
the improved co-ordination of medical care. A preliminary 
survey is being carried out in the area of the East Anglian 
Regional Hospital Board of (a) arrangements for specialist 
services : (b} maternity services, urban and rural: (c) the 
treatment and care of the chronic sick of all ages; and 
(d) mental health services, with particular reference to 
co-ordination between the various authorities. 


Questions Answered 








On Retirement 


Q.—On the assumption that my net remuneration as a 
general practitioner under the N.H.S., has been £1,500 per 
annum since July, 1948 : (1) What would be the lump sum 
that I would be entitled to if I had retired at the end of 
the first five years? (2) What would be my pension after 
ten years’ service from July, 1948, if my net remuneration 
remained the same up to that time? 


A.—(1) After five years’ service the practitioner would be 
entitled to a lump sum retiring allowance equal to the 
greater of (a) 44% of total superannuable remuneration = 
£337, or (b) a sum equal to the amount of his contributions 
with interest = £450+compound interest at 24%. But, as 
both these amounts are less than his average remuneration 
over the last three years’ service (£1,500), he could apply 
to the Superannuation Division of the Ministry of Health 
for his retiring allowance to be increased by the capital 
value (surrender value) of the death gratuity that would 
normally become payable, and then in such a case no death 
gratuity would become payable later. 

(2) After ten years’ service the practitioner would be 
entitled to a pension of 14% of total net remuneration = 
£225, plus a lump sum retiring allowance of £675 if un- 
married and £225 if married. 


Sickness Benefits 


Our answer to the question, “ Are sickness-benefit pay- 
ments liable for income tax ?” (Supplement, August 29, 
p. 91) was to the effect that tax was not payable. This 
answer was incomplete, for, as our expert writes, “if the 
sickness benefit continues for the whole of any one financial 
year—that is, the year ending on April 5—the payments 
are then regarded as income assessable to income tax on 
the recipient.” 





Correspondence 








Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Cost of Prescribing 

Sirn,—The small amount of comment in your correspon- 
dence about the recently distributed classification of 
proprietary medicines and the accompanying letter of ex- 
hortation from Sir John Charles suggests that our passive 
profession willingly sits on the increasing spikes in the 
N.H.S. fence. If indeed preparations in categories 5 and 6 
are in the opinion of the Ministry of Health not of proved 
therapeutic value, it is surely its responsibility and bounden 
duty, strongly supported by the Treasury, to forbid the use 
of these “ worthless ” drugs under the N.H.S. Unfortunately 
neither the Ministry nor its advisers have the courage so to 
do, and no Government has cared to take the step after the 
inauguration: of the “free” health service which was to 
supply all remedies to everyone in the country free of 
charge, regardless of nationality. True, such a ban might 
embarrass some doctors, but I doubt if either doctors or 
patients would really suffer unduly by this intrusion upon 
our freedom. 

Paragraph 4 of Sir John Charles’s letter, perhaps un- 
wittingly, is a veritable sword of Damocles poised over the 
profession’s head, for, though our prescribing of these 
preparations will be judged by our colleagues on local 
medical committees, theirs is not always the final word. 
There is also the possibility of genuine variance in the 
opinions of local medical committees, resulting in patients 
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receiving their category 5 or 6 medicine in one area without 
cost to the doctor, and either being refused it or supplied 
with it at the doctors’ expense in another. And quite a 
considerable bill could be run up in this manner before the 
unfortunate doctor is called to account for his action. 

Why should it be the doctor’s responsibility to refuse to 
prescribe, or at least endeavour to dissuade his patient on 
behalf of the Ministry ?. In some areas such action is be- 
lieved to be due to the doctor trying to economize in his 
personal expenditure, and this arouses ill feeling. Why 
should the doctor have to justify the use of drugs in which 
some patients at least appear to have so much confidence, 
and from which they thereby derive some therapeutic benefit, 
if only psychological ? What about the cough bottles in the 
N.F. which are revered by so many despite the scorn poured 
upon them in our medical schools ? 

Surely the onus of deciding whether or not a drug is of 
proved therapeutic value in any individual patient must rest 
on the doctor alone and without threats of investigation, 
even by his colleagues. If, on the other hand, the Ministry 
is anxious about costs and has no faith in our discrimination, 
as appears to be the case, let it assume full responsibility by 
investigating all new drugs and issuing certificates of merit 
for-manufacturers to include in their advertisements in the 
medical press. 

Let us get off our fence, remove the sword of Damocles, 
and be free to practise medicine knowing precisely where we 
do stand in relation to our patients and the Ministry. A 
definite ruling in this.matter would help us in our dealings 
with the general public, who would then happily blame the 
Ministry of Health and not us for refusing the supply of 
some of their favourite remedies.—I am, etc.. 


Crook, Co. Durham. G. H. PEARSON. 


Investigation of Prescribing 


Sir,—We find that the implementation of the regulations 
governing the investigation into the prescribing of prepara- 
tions which may or may not have been prescribed as drugs 
is rather cumbersome and confusing. At the same time 
matters of principle are involved. 

The article on this matter in the Supplement of August 1 
(p. 68) does little to simplify the procedure, nor does it 
clarify the doctor’s position in 

(a) obtaining a patient’s consent to disclosure of diagnosis 
(i.e., whether this is the responsibility of the doctor or the 
executive council) ; 

(b) the case where the patient refuses consent to disclose clinical 
details either to lay officials or to a doctor secretary or chairman 
of a local medical committee. 


In our opinion the fact that the procedure involves a 
matter of principle is of paramount importance. The prin- 
ciple involved—that of disclosure of a patient’s diagnosis 
in a matter which is of no direct concern to the patient 
himself—is so fundamental that we feel there should not be 
the slightest confusion in the procedure to be adopted. 
We therefore feel that, before any details are requested of 
the doctor, written consent to the disclosure of diagnosis 
should first be obtained from the patient. The patient 
should be asked if he is willing that details be disclosed to 


(a) lay member(s) of executive council; or 
(b) doctor member Of local medical committee; or 
(c) neither. 


We feel that the onus of obtaining this consent should 
be on the body initiating the inquiry—i.e., the executive 
council. With this written consent of the patient the clerk 
of the executive council may then approach the doctor, who 
can furnish clinical details to either the executive council 
or the local medical committee. 

Should the patient’s consent be absolutely withheld, then 
we feel the investigation could not proceed unless taken to 
law.—-We are, etc., 

B. TAYLOR. 
J. G. Watt. 


West Smethwick, Staffs. 
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GROUP COMMITTEE ELECTIONS 


The following have been elected to Group Committees to 
fill vacancies caused by the annual retirement of one-third of 
the members : 


Anaesthetists Group Committee—A. H. Galley, T. C. Gray, 
R. P. Harbord, R. Jarman. 

Consulting Pathologists Group Committee——D. Cappell, Cuth- 
bert Dukes, J. D. Allan Gray. 

Dermatologists Group Committee.—G. W. Bamber, I. H. 
McCaw. 

Full-time Non-professorial Medical Teachers and Research 
Workers Group Committee.—B. N. Brooke, M. M. Bull, G. I. C. 
Ingram, J. Joseph, R. C. Nairn, A. H. T. Robb-Smith, H. B. 
Stoner, Thomas Symington, Ronald Woolmer, K. S. Zinnemann. 

Orthopaedic Group Committee —R. Guy Pulvertaft, R. J. W. 
Withers. One vacancy. 

Otolaryngologists Group Committee —J. H. Otty, R. D. Owen, 
A. Russell, Gavin Young. 

Ophthalmic Group Committee —N. P. R. Galloway, A. F. 
Gilbert, R. Affleck Greeves, J. J. Healy, O. Gayer Morgan, J. R. 
Wheeler. 

Physical Medicine Group Committee—I. H. M. Curwen, 
William Dunham, J. B. Stewart. 

Psychological Medicine Group Committee—Doris Odlum, 
J. D. W. Pearce, J. Valentine. 

Radiologists Group Committee—F. H. Kemp, J. G. 
McWhirter, D. C. Porter, C. Wroth. One vacancy. 

Tuberculosis and Diseases of the Chest Group Committee.— 
T. W. Davies, H. Ramsay, F. Ridehalgh. 

Venereologists Group Committee-—D. J. Campbell, W. N. 





Mascall, I. N. Orpwood Price, Mary M. Shaw. 
A. MACRAE, 
Secretary. 
Diary of Central Meetings 
SEPTEMBER 
25. Fri. Armed Forces Committee, 2 p.m. 
29 Tues. Building Committee, 2 p.m. 
29 Tues. — Subcommittee, Organization Committee, 
p.m. 
30 Wed. Occupational Health Committee, 11 a.m. 
30 Wed. Catering Committee, 2 p.m. 
30 Wed. Consulting Pathologists Group Committee, 2 p.m. 
30 Wed. Consulting Pathologists Group, 4.30 p.m. 
OcTOBER 
1 Thurs. Central Consultants and Specialists Committee, 
12.30 p.m. 
2 Fri Alcohol and Road Accidents Committee, 11 a.m. 
2 Fa. Joint Committee of B.M.A. and the Magistrates’ 
; Association, 11 a.m. 
2 Fei. Registrars Group Council, 2 p.m. 
7 Wed. Private Practice Committee, 11.30 a.m. 
8 Thurs. Amending Acts Committee, 2 p.m. 
8 Thurs. Scientific Exhibition Subcommittee, Arrangements 


Sane (Glasgow, 1954), 8.30 p.m. (at 
M.A. Regional Office, 234, St. Vincent Street, 


Beak. 
9 Fri. Ophthalmic Qualifications Committee, 1.45 p.m. 
9 Fri. Ophthalmic Group Committee, 2 p.m. 


Branch and Division Meetings to be Held 


City Division.—At Hackney Hospital, Homerton High Street, 
E., Wednesday, September 30, 1.45 p.m., clinical meeting; 2.45 
p. m., film: ‘“‘ Some Aspects of Accessible Cancers—(i) Cervix and 
Uterus ; (ii) Rectum.” 

DERBYSHIRE BRANCH.—At New Bath Hotel, Matlock Bath, wt 
day, September 27, 6 p.m. Annual meeting, ‘address by Dr. D. P. 
Stevenson (Deputy Secretary, B.M.A.). 

—'e se Division.—At Lewisham General Hospital. High 
Street Frida October 2, 8.30 p.m., meeting. Dr. 
Donald > oly “Homicide ” lantern). 

Mip-CHEsHiIrRE Division.—At Unicorn Hotel, Altrincham, 
Wednesday, September 30, 8 p.m., annual meeting. Address 
by Dr. Thomas Christie, chief medical officer, Holloway Prison. 

RuGsy Division.—At Grand Hotel, Rugby, Thursday, Octo- 
ber 1, 9 p.m. Film: “ Atomic Warfare—Medical Aspects and 
ye Defence.” Preceded by informal supper at 7.45 p.m. for 

m. 

aor Sussex Division.—At Burlington Hotel, Worthing, 
Wednesday, September 30, 6.30 p.m.. joint meeting with Pharma- 
ceutical ag of Great Britain, Worthing and District Branch. 
Address b G. R. Boyes: “ Insulin Zinc Suspensions.” 

WIGAN Ba Lewis’s Restaurant, Wallgate, Wigan, 
Thursday, October 1, 8.15 p.m., annual general meeting. 

WINCHESTER Division.—At Roy: al Hotel, Winchester, Saturday, 
war! 3, 7 p.m. Annual pte and dinner ; address by Dr. 

arter. 
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GENERAL MEDICAL SERVICES COMMITTEE 


A meeting of the General Medical Services Committee was 
held on September 17, with Dr. A. TaLBoT RoGeRs in the 
chair. 

Dr. H. C. Faulkner, of London, who had been appointed 
to represent the Medical Practitioners Union in place of 
Dr. J. E. Outhwaite, was introduced and welcomed. 

Dr. M. Sorsby was appointed a member of the Rural 
Practices Committee in place of Dr. F. Gray, and Dr. F. M. 
Rose and Dr. I. G. Innes were nominated to the panel from 
which the professional member of the Tribunal is appointed. 

The date of the Annual Conference of Representatives of 
Local Medical Committees was fixed for June 3, 1954. 


The “ National Formulary ” 


The adequacy of general-practitioner representation on 
the Joint Formulary Committee of the British Medical Asso- 
ciation and the Pharmaceutical Society gave rise to discus- 
sion. Dr. A. B. Davies, a general-practitioner member of 
the Joint Committee, said that, when it came to voting, the 
general practitioners were outnumbered every time, yet the 
National Formulary was predominantly a general-practi- 
tioner matter. 

Dr. H. G. Dain said that the constitution of the Com- 
mittee “ appalled” him. He had no idea it had developed 


in the way it had done.’ It included a number of people 


whose direct interest in the subject was slight, and the 
pharmaceutical representation was disproportionately large. 
Yet the object of the National Formulary was to provide 
general practitioners with an easy method of prescribing, 
using a shortened formula. General practitioners should 
be in control. 

It was agreed to invite the Council to review the constitu- 
tion of the Joint Committee and to recommend that it 
should include a substantially higher number of G.P.s._ It 
was understood that any reorganization could not take place 
ior a year. 


General Practitioners on Regional Hospital Boards 

Tables were furnished to the Committee showing the 
present state of general-practitioner representation on 
regional hospital boards. At present each board included 
a general practitioner. 

Dr. A. BEAUCHAMP said that nobody seemed to know on 
what principles the Ministry appointed general practitioners 
to these boards. 





1 There are 36 members of the Joint Committee, four of whom 
are appointed by the General Medical Services Committee and 
the remainder by some nine other bodies. 


The CHAIRMAN said that those chosen were not regarded 
as representatives of any particular body, but as people 
able to give sound advice about the hospital service. The 
Ministry should be told that not only should there be at’ 
least one general practitioner on each board, but that there 
should be one general practitioner who was in regular touch 
with his colleagues in different parts of the region who 
could inform the board of such problems as arose, and that 
the Committee could furnish nominations. If the Ministry 
thought that, in addition, other general practitioners would 
be useful in that region and deserved a place on the board 
there would, of course, be no objection. 

Discussion also took place on general-practitioner repre- 
sentation on hospital group medical committees. This 
matter was deferred until the next meeting, and in the mean- 
time it was suggested, and agreed, that in view of the com- 
plexity of administrative set-up a kind of “ genealogical tree ” 
showing the derivation and functions of the various hospital 
committees should be included in the documents for the 
next meeting. 


General Practitioners Working in Hospitals 


The CHAIRMAN said that negotiations had been taking 
place in Committee “B” of the Medical Whitley Council 
on the terms upon which general practitioners should 
be employed in hospitals. The view expressed in the 
General Medical Services Committee had been that no 
practitioner working as a clinical assistant under supervision 
should be paid less than the rate laid down in the terms 
and conditions of service—namely, £175 per annum per 
weekly half-day. The Ministry, however, considered that 
this rate should apply only to practitioners in independent 
charge of a hospital unit who were not directly responsible 
to a consultant or S.H.M.O. in a specialty, and that a suit- 
able rate for general practitioners working under supervision 
should be negotiated through Whitley machinery. The 
Management Side of Whitley Committee “B” had sup- 
ported a rate of £125 per weekly session and based this 
rate on the remuneration of hospital registrars. The CHAIR- 
MAN went on to point out that general practitioners were 
not coming to hospitals to train themselves for some future 
consultant post but to help in the work of the hospital ; 
often they had had some years of postgraduate training. 
The figure of £125 was based on comparison with the earn- 
ings of a registrar, and also on the idea that the people 
concerned would be those not fully extended in general 
practice, to whose income an additional £125 a year might 
be welcome. He reminded the Committee that any extra 
money that came to these practitioners would come in- 
directly out of the general practitioners’ pool. 
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Dr. D. F. HUTCHINSON poifited out that hospital boards 
were restricted in the amount of money they could spend, 
and were having a job to make ends meet. Any reserve 
was put towards increase in consultant staff, and there could 
be no additional allocation to the boards for general- 
practitioner service. 

Dr. J. C. ARTHUR discussed the matter from the trade- 
union angle—“ the rate for the job.” If they accepted £125 
as the remuneration for a general practitioner doing a weekly 
session which might well last three hours, the rate for the 
job was being cut. He felt that the figure should not be 
less than £175. 

Dr. Wanp said that their long-term policy was to establish 
the general practitioner as part of the hospital life of the 
country. The average net remuneration of the established 
general practitioner in this country was now £2,000 net. If 
the rate for hospital work was accepted as suggested by 
the Ministry in the region of £1,300 or £1,400, the general 
practitioner who was doing good work in his own practice 
was, when he went into hospital, being remunerated at a 
lower rate for his job. Their purpose was to build up a 
better general-practitioner and hospital service in this coun- 
try, and this should not be diverted by the argument that 
the cheaper rate would assist hospital finance. Even the 
figure of £175 was too low and should be regarded as 
minimal. The experienced general practitioner who had 
been through the mill of general practice for some years 
was not to be classified with the comparatively young regis- 
trar who was earning £1,300 a year. 

The CHAIRMAN said that he thought the view of the Com- 
mittee was in favour of a consolidated method of employ- 
ment of general practitioners in hospitals in all posts other 
than those of S.H.M.O.s and consultants, and, having estab- 
lished that principle, the appropriate payment should be 
negotiated on the understanding that the figure must 
bear relationship to the payment in other parts of the 
Service. 

This view was generally accepted, and a group of mem- 
bers were nominated to discuss the matter with the Joint 
Committee (representing the Central Consultants and 
Specialists Committee and the Royal Colleges) and its Work- 
ing Party. The members nominated were Drs. Talbot 
Rogers, A. Beauchamp, D. F. Hutchinson, M. Parkes, 
F. M. Rose, and S. Wand. * 


Accommodation in Surgeries and Waiting-rooms 


The Committee considered paragraph by paragraph a 
draft letter which it is proposed to send to individual practi- 
tioners on the standard of accommodation in surgeries and 
waiting-rooms. The letter stated that it was considered 
neither practicable nor desirable to lay down minimum 
standards. Any necessary improvements should come about 
spontaneously from the desire of the doctors concerned to 
see that their premises were compatible with the prestige 
and status of general practice in the Service. 

Dr. BEAUCHAMP said that there were instances in his own 
city of Birmingham where surgery and waiting-room accom- 
modation was not satisfactory, and in which the doctor 
concerned had been approached by the local medical com- 
mittee. He was sure that the local medical committee was 
the right body to intervene if intervention was necessary. 

Dr. WAND said that it must be made clear that it was the 
doctor’s job to keep his premises in decent order. But the 
maintenance of practice premises was a legitimate expense, 
and the cost of any improvements might be a matter for 
discussion between the accountant on behalf of the practi- 
tioner and the income-tax inspector. 

It was agreed that the letter, after revision, should have 
the widest publicity amongst general practitioners. It was 
also suggested that advice should be given to local medical 
committees on the way in which they could help. 

Another draft letter to local medical committees, which 
was approved, concerned the need for taking the greatest 
possible care in issuing certificates, and repeated a practi- 


tioner’s ethical obligations and the rules for the issue of 
certificates which are required for National Insurance 
purposes. 


Hospital Reports to the Patient’s Doctor 


It was reported that the Central Consultants and 
Specialists Committee had considered a resolution of the 
Representative Body calling for the Ministry to instruct 
hospitals that on a patient’s discharge a preliminary note 
containing diagnosis and treatment should be sent to the 
patient’s doctor, followed by a complete report, but that 
after some discussion the committee had decided that action 
on the lines suggested was not necessary in view of the 
fact that it was already an instruction to hospital staff to 
notify general practitioners of the discharge of their 
patients. 

Several members of the General Medical Services Com- 
mittee declared from their experience that such an instruc- 
tion was very necessary. Dr. M. Sorssy said that it was 
not uncommon for a patient to come to the surgery three 
or four times after his discharge and still no hospital report 
was available. Sometimes the practitioner had to telephone 
or write for it, and it was he who always got the back- 
wash—*“ Why haven’t you got the report?” The patient 
was inclined to blame, not the hospital officer, but the 
general practitioner if the report was not forthcoming. It 
was high time to tell the hospitals that something should 
be done in this matter. It was not enough to plead changes 
of staff or shortage of staff. 

Dr. Howie Woop said that in his area there was a rule 
to this effect for house-officers, and as a result G.P.s had 
had no difficulties. It was of no use making a request; it 
should be inserted in the terms of service and then it could 
be enforced. 

Dr. WAND said that the Committee should associate itself 
with the resolution of the Annual Representative Meeting 
and indicate to the Consultants and Specialists Committee 
that if they declined to take action the matter would have 
to be referred to Council as it was a Representative Body 
decision. 

The Committee indicated its accord. 

It was agreed that the Consultants and Specialists Com- 
mittee should be informed to this effect. 


Assistants and Young Practitioners 


Comment was made on the lack of nominations for the 
Assistants and Young Practitioners Subcommittee. Com- 
munications had been sent to all members on the electoral 


roll in the five regions, but only two nominations of assis- 


tants (one of them received long after the closing date) and 
three nominations of unestablished principals had been 
received, leaving five places unfilled. 

Some members urged that a letter be sent to assistants 
and young practitioners pointing out the importance of 
this committee ; others suggested that it looked as though 
these people were satisfied with their lot. 

The CHAIRMAN said that since the subcommittee had 
been set up it had played a useful part, and it would be 
regrettable to see it pass out of existence. But unless it 
was a real subcommittee it would have to be considered at 
the end of the session whether it should be continued. 
Before allowing this to happen, however, he suggested thai 
a further letter be sent out, explaining what had happened, 
and asking again for nominations. This was agreed to. 


A.R.M. Resolutions 


The Committee then studied the many resolutions of the 
Annual Representative Meeting which bore upon its work 
and decided upon appropriate action where such action was 
required. On the resolution that ways and means be 
explored to make it easier for general practitioners to 
change practice it was agreed to set up a small subcommittee 
to go into the matter. The following were nominated: 
Drs. Talbot Rogers, Dain, Cardew, Swanson, and Williams. 
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Other Business 


Questions were raised on a communication from the 
Ministry enclosing a proposed preface to the price lists of 
proprietaries and corresponding National Formulary pre- 
parations which was expected to be ready for issue about 
October 1. Dr. CARDEW pointed out that it was the right 
of the doctor to prescribe what drugs he thought best for 
his patient ; if a committee were allowed to take these deci- 
sions it would form an unfortunate precedent. The CHAIR- 
MAN explained that there was no veto about it. If a doctor 
could justify excessive or extravagant prescribing, well and 
good. The Public Relations Officer said that two Members 
of Parliament with whom he had spoken were under the 
impression that these lists of preparations had something 
mandatory about them, and were not aware that a practi- 
tioner could justify his use 6f a “ blacklisted” preparation 
if need be. 

The Committee agreed to suggest some changes in the 
wording of the proposed preface, and to keep the matter 
on the agenda. 

The CHAIRMAN mentioned the position of doctors on the 
Isle of Man. The Secretary of the Association and himself 
had gone over there to give evidence to a commission 
examining the income of public servants on the island. If 
the commission now sitting decided to lower the salaries of 
the doctors there because of the lower income tax obtaining, 
it might mean that the British Medical Guild would come 
to the Trustees of the N.L.D.T. for a proposal for the fullest 
support of the doctors in resisting such a project. 

The Committee considered a letter from the Medical 
Insurance Agency, together with counsel’s opinion, on the 
setting up of a pension scheme for medical and dental 
employees, and the manager of the Agency (Mr. Dixon) 
attended to explain certain points and to give examples of 
benefit at different salaries. The Committee considered the 
scheme to be satisfactory and recommended it to Council, 
but, of course, left to Council the decision as to appoint- 
ment of trustees. 

A subcommittee of ten, with a separate subcommittee for 
Scotland, was set up to bring forward suggestions in con- 
nexion with the evidence to be tendered to the Guillebaud 
Committee. 

The Committee, which assembled at 10.30 a.m., concluded 
its business at 5.45 p.m. 





INVESTIGATION BY DARTFORD DIVISION 


The Dartford Division of the B.M.A., concerned about the 
possible ill effects of cement-dust-laden atmosphere, sent 
questionaries to 400 members in its own and other Divisions 
neighbouring Thames-side cement works. Doctors were 
asked if they were aware of any evidence of direct or indirect 
injury to health from heavy deposits of cement dust. 
Ninety-four replies were received. Of these, 5% con- 
sidered that the dust aggravated asthma. Indirect hazard to 
health, however, was mentioned in 40% of the replies, the 
mental and physical irritation caused by the dust being 


instanced. With few exceptions, opinion was that greater - 


effort should be made to control the nuisance. 


Ministry Report 

The problem of dust emission from cement works in 
England and Wales is referred to in the annual report of 
the Chief Alkali Inspector of the Ministry of Housing and 
Local Government and the Chief Inspector for Scotland 
published recently (H.M.S.O., price 2s. 6d.). The failure 
of electrical precipitators for the de-dusting of kiln gases 
has been a matter for grave concern, but experience gained 
in the causes of failure should result in better operation. 
Progress in dealing with low-level dust emissions is reason- 
ably satisfactory. 


The B.M.A. in Committee 








AMENDING THE ACTS 


A measure so revolutionary, and in some respects so un- 
acceptable to the medical profession, which had to work it, 
as the National Health Service Act obviously presented 
many points at which, in the light even of a short experi- 
ence, amendment was desirable, and some of these points 
in the view of the British Medical Association were funda- 
mental. 
A Standing Committee 


Quite early the Council set up a committee whose task 
was to gather together various proposals for reform which 
could be presented to the Government when an Amending 
Bill came to be introduced. This, however, was not a 
policy-forming committee ; it took as the basis of its work 
Association decisions already formulated. Then, in 1950, 
after the Act had been in operation for two years, the 
Representative Body, on the motion of Harrow, supported 
by Marylebone and other Divisions, resolved that the com- 
mittee in charge of this amending work should have the 
status of a standing committee. Since then the Amending 
Acts Committee, as it is called, has done an amount of good 
solid work. 

The Committee consists of six membets appointed by the 
Representative Body and six by the Council. The chair- 
men of the General Medical Services Committee, the Central 
Consultants and Specialists Committee, and the Public 
Health Committee are members ex officio, as are the 
principal officers of the Association. 


The Committee’s Field 


Amending Acts—in the plural. It is customary to speak 
only of the National Health Service Act, 1946, but there are 
also the National Health Service (Scotland) Act, 1947, the 
Health Services Act (Northern Ireland), 1948, and the 
National Health Service (Amendment) Act, 1949, all of 
which figure in the Committee’s terms of reference. But 
these Acts are not all ; the Committee is also bidden to con- 
sider any other amending or replacing Acts, and—a formid- 
able task—all the regulations, directions, and orders made 
under these Acts. 

Under its chairman, Dr. H. H. D. Sutherland, a London 
general practitioner, the Committee completed within a year 
its first report on the reform of the Service, and a special 
meeting of Council was called to examine it. A couple of 
months later, in December, 1951, a Special Representative 
Meeting was summoned for the same purpose. It is a testi- 
mony to the interpretative powers of the Committee that its 
long and detailed and fundamental recommendations should 
have been, with only slight modifications, cordially approved. 
Thus encouraged, the Committee turned to the second and 
perhaps more contentious part of its labours, armed with the 
instruction of the Representative Body to formulate a de- 
tailed programme of the reforms which the profession 
desired to see adopted. 

, Pattern for Improvement 

The Committee, of course, did not begin its labours with 
a blank sheet of paper. Various committees of the Associa- 
tion had already been concerned with the operation of the 
Act in different fields of practice and the need for improve- 
ment as they saw it. The new Amending Acts Committee 
collected those views, moulded them into a pattern, and 
initiated new suggestions for consideration. From the start 
it was made clear that the Committee did not undertake its 
work in any spirit of antagonism to a National Health Ser- 
vice Act. Quite the contrary. Its purpose has been to make 
the Service one in which all sections of the profession 
can co-operate with the utmost good will. “ Improvement,” 
said Froude, “is from within outwards.” A body of people 
who are actually working the Act themselves, and closely in 
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touch with the feeling of the entire profession, are well 
fitted to suggest the improvements which will make the 
Service a success. 

The first recommendation put forward at the Special 
Representative Meeting was for the establishment of a 
National Health Service Court of Arbitration. This is still 
a matter of debate with the Government, and the strong 
views expressed on the subject at the Cardiff meeting will 
be fresh in the memory. Other recommendations were 
made for limiting the powers of the Minister, and for put- 
ting the hospital administrative service on a more demo- 
cratic basis. The debate continues, but the Association, with 
the help of this Committee, has taken the initiative, and the 
work it has done and will do should shape the permanent 
National Health Service of the future. 


Example from the Past 

A parallel may perhaps be found in the earlier history of 
the Association as a reply to those who may think that 
when the time comes for an overhaul of the Act it will be 
dictated by the political circumstances of the moment. Five 
years after it was founded the Association set up a Medical 
Reform Committee to watch ffom the legislative point of 
view the interests of the profession at large, the reform of 
medical education, and the status of the practitioner. The 
committee drafted a Medical Bill, which was not passed into 
law, and after many negotiations and memorials and frustra- 
tions and defeats the Medical Act of 1858 (which set up 
the General Medical Council) was passed. That Act was 
in fact almost entirely the work of the Association. It was 
the first official recognition of the existence of the great 
body of medical practitioners and their importance to the 
State, but again it was only an instalment. The Committee 
was immediately reconstituted, this time as a Committee on 
Medical Legislation, and it began the Sisyphus-like task of 
modifying the Act of 1858. How trying to the patience are 
these efforts to amend legislation is shown by the fact that 
in the period of 11 years as many as 20 amending Bills 
were brought before Parliament, including three which were 
sponsored by the Government itself. Twenty-eight years 
had to pass before the Act of 1858 was amended by the 
Medical Act of 1886. 

It may be hoped that the slow motion of the nineteenth 
century may not be projected into this age of speed, and 
that the Committee will not have to wait until the mid- 
’seventies for the fruit of its labours. 








REMOVED FROM N.H.S. LISTS 
TWO TRIBUNAL CASES 


The case of Dr. W. F. Cruickshank, of Brechin, was on 
June 15 brought before the Scottish National Health Service 
Tribunal on the complaint of the Angus County Executive 
Council. Dr. Cruickshank conducted his own case. 

The findings of the Tribunal were that Dr. Cruickshank, 
who had been in practice in Brechin for many years and 
had been on the medical list of the Angus, Aberdeen, and 
Kincardine County Executive Councils since the beginning 
of the National Health Service, had not carried on his 


practice in person since about the end of March, 1953, but . 


had had his patients looked after by various doctors acting 
as locumtenents. Before that date, during December, 1952, 
and January and February, 1953, he had often failed without 
reasonable cause to attend his surgery during consulting 
hours without any other intimation to his patients than 
“Doctor gone—No surgery” on a notice on the door or a 
similar statement by a member of his household. He made 
no arrangement on these occasions for his patients to be 
looked after by anyone else. 

The Tribunal further found complaints of neglect of four 
individual patients were proved, though it was satisfied with 
Dr. Cruickshank’s explanation regarding a fifth. 

The instances of neglect found proved were that on Decem- 
ber 31, 1952, Dr. Cruickshank was told that while he had been 


out of the house there had been a telephone call and a personal 
message asking him to call on a woman patient because she was 
seriously ill. He neither went to see her nor tried to find out if 
she was better or had been seen by another doctor, and as a 
result another doctor had to attend her. A similar message two 
days later was similarly ignored. 

In January, 1953, a patient whom Dr. Cruickshank had seen in 
the third and sixth months of pregnancy, whom he was to arrange 
to be confined at home, and whom he knew to be in her ninth 
month, had a fall. During the month she sent frequent messages 
to him to go to see her, but he did not tell her what arrangements 
had been made for her confinement nor did he visit her until 
after the baby was born on January 28. 

On February 21, 1953, Dr. Cruickshank got a telephone mess- 
age from a nurse who had been called in that a patient of his 
who was, as he knew, pregnant had had a haemorrhage at her 
home, and asking him to come and attend her. Both this message 
and a similar message later in the day he ignored. As a result 
another doctor was called in and had her x-rayed and admitted 
to hospital. 

On December 26, 1952, Dr. Cruickshank was called to see a 
patient suffering from cancer who had been discharged from 
Dundee Royal Infirmary the day before and had to attend hos- 
pital daily as an out-patient until January 16, 1953. Both he and 
his wife repeatedly asked Dr. Cruickshank to come to see him 
during that time and later because he was in considerable pain, 
but he did not do so until early February, 1953. The patient 
subsequently died. 


In all these instances the Tribunal found that there was 
no reasonable excuse for Dr. Cruickshank’s behaviour. It 
regarded the case as serious, and the evidence as disclosing 
on the part of Dr. Cruickshank a gross neglect over a 
considerable period of his duties as a medical practitioner 
under the National Health Service and a wide disregard of 
the needs of his patients. It believed him to be a potentially 
capable doctor who, if he applied his mind whole-heartedly 
to his duties, could be a useful member of the medical 
profession, but it was satisfied that his continuance on the 
list was prejudicial to the efficiency of the Service. It 
accordingly directed his name to be removed, and ordered 
him to pay the costs incurred by the executive council before 
the Tribunal. 

Alleged Irregular Dispensing 


On April 14-15 the English National Health Service 
Tribunal heard at Carlisle a complaint by the Cumberland 
Executive Council against Dr. H. A. K. Rowland. 

Dr. Rowland, aged 31, qualified in 1945, when he became 
a house-surgeon at the Radcliffe Infirmary, Oxford. From 
1946 to December 21, 1948, he served as a medical officer 
in the Royal Air Force, attaining the rank of squadron 
leader. On December 22, 1948, he started practice at 
Workington in succession to two doctors whose premises 
there he had already bought, and his name was included in 
the Cumberland Executive Council lists. He never had any 
private patients. 

In August, 1949, he informed the Cumberland Executive 
Council that he wanted to open a surgery for his patients 
in Distington and that he wished to dispense for them. At 
the request of the council he sent by his wife a list of 244 
patients in Distington, and he elected to be paid for dispen- 
sing for them on the basis of the Drug Tariff rather than 
on the basis of a capitation fee. The council duly allowed 
him to do so. 

The complaint against Dr. Rowland was that he had 
dispensed or submitted to the pricing bureau prescriptions 
for people who were on his list but for whom he had no 
authority to dispense, for people who were not on his list 
and could not be traced, for people who were dead at the 
date of the prescription, and for people whose names and 
addresses he had entered illegibly ; that he had submitted 
for payment prescriptions and duplicates divided into more 
than one script instead of including the whole prescription 
on one script ; that he had submitted for payment prescrip- 
tions which he had not actually dispensed ; and that he had 
failed to maintain and render medical records as required 
by the regulations. 

On the evidence before it the Tribunal could not avoid 
the conclusion that Dr. Rowland had either not dispensed 
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all the prescriptions he claimed to have dispensed or had 
prescribed and dispensed recklessly and with no regard to 
the needs of his patients or his duty as a medical practi- 
tioner under the Health Service. It was satisfied that 
he-had deliberately sought to enrich himself improperly 
and that a large part of the money claimed and received 
by him had been deliberately claimed and received dis- 
honestly with intent to defraud the council. It also found 
that he had failed to render at the proper time certain 
medical returns. 

Being of the unanimous opinion that the continued inclu- 
sion ot Dr. Rowland on the council’s list would be prejudi- 
cial to the Service, the Tribunal directed the removal of 
his name, and that it should not be included on the list of 
any other council under the Act, and ordered him to pay 
the costs of the inquiry. 





Correspondence 








Quality in General Practice 

Sir,—Sir Lionel Whitby’s “pen picture of the ideal 
medical student’ (Journal, August 29, p. 451) has received 
wide publicity in both the medical and the lay press. Per- 
haps it is not therefore irrelevant to examine the fate under 
the Wational Health Service of some of those who closely 
approach his requirements. P 

It will be remembered that he envisages one who is “ cul- 
tured, broadly educated in the humanities, intelligent, and 
intellectual, of transparent integrity, humane, and sympa- 
thetic, and above all one who will love his fellow men with 
{the B.M.J. has “ and,” but I feel this is probably a misprint] 
all their weaknesses, their joys, and their sorrows.” Let me 
review briefly the careers of three men, who in my opinion 
and the opinions of others, when measured by this yardstick, 
can with truth be described as good examples of the type of 
person Sir Lionel would like to see in the medical profession. 


No. 1 had a brilliant career in another faculty before proceed- 
ing to the M.B., which he completed at a British university, gain- 
ing first or second place in every major subject in the medical 
curriculum and graduating with honours. No one who knows 
him would hesitate to describe him as “ cultured, intelligent, and 
intellectual,” and I am sure his colleagges and associates would 
unanimously concede his “transparent integrity.”” In addition 
to “‘sympathy ” I feel they would also allow him one quality 
which Sir Lionel did not mention, but, I venture to suggest, 
might have included—humility. 

Qualifying early in the war, he was commissioned in H.M. 
Forces, in which he served for five years, and on his return to 
civilian life he quickly obtained the diploma of the M.R.C.P. 
(Lond.) at his first attempt. Though well liked and admired by 
his superiors, he is to-day a “‘ supernumerary senior registrar,” 
and since his appointment is not at one of the main teaching 
hospitals of the region his professional prognosis is admittedly 
poor. He has applied for consultant posts in his own and other 
regions, and, although he is easily the most able man of his 
specialty and grading known personally to me, he has been 
uniformly unsuccessful, failing in the great majority of cases even 
to reach the short-list. Turning his eyes to the alternative of 
general practice, he has discovered, as have many other senior 
registrars, that general practitioners do not care to appoint as 
assistants men with higher qualifications. Thirteen years after 
graduation he therefore earns about half the salary of the aver- 
age general practitioner in Great Britain, but lacks his security. 

No. 2 I met three yéars ago when he was a medical registrar. 
He held the medical degree of one or other (I forget which) of 
what I believe are known as “ the older universities.” He also 
held the M.R.C.P.(Lond.) and had served during the war with 
H.M. Forces. Broadly educated in the humanities, he possessed 
sufficient intelligence and intellect to gain a competitive entrance 
scholarship to his university. Like No. 1, he was both sympa- 
thetic and modest, but his appointment was not to a teaching 
hospital, and, realizing that his prospects in consultant medicine 
were flimsy, he completed six months as a house-surgeon in a 
maternity hospital, having already spent six months in a surgical 
unit, in the hope that he might obtain a post as an assistant in 
general practice. My last information concerning him was to 
the effect that he had attained just that. 


No. 3 was yet another ex-Serviceman and the holder of the 
F.R.C.S. (Eng.). I cannot accurately assess the extent of his 
“education in the humanities,” but he was well above the 
medical average in intelligence and a competent and kindly prac- 
titioner of his art. He also held an appointment in a non- 
teaching hospital, and, realizing the hopelessness of his chances of 
attaining specialist status, made unsuccessful attempts to enter 
general practice in a congenial area. A few months ago I learned 
that he had permanently abandoned the practice of medicine. 


If medical students are drawn from “the upper one-third 
stratum of the normal distribution of intelligence,” senior 
registrars may be said to be drawn from not the least in- 
telligent of medical practitioners in general. Moreover, their 
“love of their profession” is well attested by their refusal 
to enter the relatively lucrative field of general practice 
immediately after the war when vacancies were numerous, 
preferring to accept ill-paid resident posts in hospital at 
considerable material sacrifice to themselves, their wives, and 
families, so that they might become more proficient in a 
selected field of medical practice. 

To-day those labelled “ supernumerary ” are the inarticu- 
late expendables of the National Health Service. They are 
the holders of blind-alley jobs from which promotion to 
higher rank has a rarity that is proverbial. Their attempts. 
to enter general practice are ludicrously pathetic. Not only 
will few executive councils seriously consider their 2pplica- 
tions, but “assistantships with view” are almost closed to 
them unless providence in the shape of a relative or friend 
lends them the necessary help. Even applications for ordin- 
ary assistantships are in the overwhelming majority of cases 
unsuccessful. 

When I was a medical student a senior member of the staff 
was wont to urge us not to enter general practice too hastily 
after qualification. He advocated a rotation of hospital resi- 
dent posts so that one might, as he put it, “learn sound 
methods which would last one a lifetime.” He may have 
been right, but one thing is clear. Tenure of a rotation of 
hospital posts will make no impression upon the average 
executive council, nor will higher qualifications, education 
in the humanities, culture, intelligence, or intellect. Short- 
lists are sometimes drawn up without even the assistance of 
a referee’s opinion of the candidate. What is really impor- 
tant is something not taught in medical schools. It is 
surrounded by an aura of mystery and is shortly to have its 
own temple and high priests. It is called “ general practice ” 
and is apparently something for which the holders of higher 
qualifications are deemed to be inherently incapacitated. 

It was a layman in a medical bureau who told an applicant 
for a general practice vacancy that possession of a car was 
more important than possession of an M.R.C.O.G., which 
he told him significantly would do him more harm than an 
F.R.C.S., but (consolation!) not so much harm as an 
M.R.C.P. 

Some of us are less alarmed at the admitted need for 
intellect, intelligence, and broader education among medical 
students than the overwhelming need for a sense of ordinary 
justice and decency among certain of our medical colleagues. 
—I am, etc., 


Dunfermline. R. G. WHITELAW. 


Sweated Doctors 


Sir,—To the letter from Dr. F. L. P. Heber (Supplement, 
September 12, p. 99) I feel that I must voice a reply. In my 
young days I did three house appointments without any 
remuneration beyond being boarded and fed free of charge. 
We worked longer hours and quite as hard as the present 
house-officers. I do not remember any serious complaints, ° 
and many of us went out of our way to do extra work to 
gain experience. Those who did the latter benefited in 
after-life indirectly. 

The present house-officers are conspicuous by their lack 
of enthusiasm to do anything outside their contract. This 
may be the result of the pay which they get, which I think 
is very high for their ability when first qualified. It has 
fallen to my lot to select house-officers for many years now. 
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A few are good, but many are full of theoretical knowledge 
with little ability to apply this. The recent alteration to the 
laws has recognized some of this point of view by the pre- 
registration period. 

It seems clear to me from observation that at the end of 
one year from qualifying the doctor will be really fit to 
earn a living salary, but before this he should realize that 
he is only a postgraduate student. It is deplorable to me 
that any house-officer should start comparing his salary 


with other hospital employees.—I am, etc., 


Harrow HAROLD E. THORN. 


Justice for the Sassenach 


Sir,—It is high time a campaign was launched to allow 
doctors practising south of the Border some of the privileges 
granted to doctors in Scotland, in particular the use of 
Form E.C.10A. 

There seems little to justify this unfair treatment of the 
southerner, which almost amounts to racial discrimination. 
One can only assume that our legislators were influenced by 
the never-ending flood of stories of Scottish providence 
emanating from north of the Tweed. 

It would be a gracious act, and one calculated to improve 
relations between the two countries, if a Minister of Health 
bearing the name of Macleod would remedy this particular 
injustice.—I am, etc., 


Caine, Wilts. ALASTAIR KER JAMES. 
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SIR CHARLES HASTINGS CLINICAL PRIZE 
ESSAY COMPETITION 


The Sir Charles Hastings Clinical Prize Essay Competition 
was established by the Association for the Promotion of 
systematic observation, research, and record in general prac- 
tice. The Competition has been extended by the addition 
of a second prize, known as the Charles Oliver Hawthorne 
Clinical Prize. The following are the regulations governing 
the awards : 


(1) The Sir Charles Hastings Clinical Prize, consisting of a 
certificate and 50 guineas, will be awarded for the best essay 
submitted. 

(2) The Charles Oliver Hawthorne Clinical Prize, consisting 
of a certificate and 40 guineas, will be awarded for the second 
best essay submitted. 

(3) Any member of the Association who is engaged in general 
practice is eligible to compete for these Prizes. 

(4) The work submitted must include personal observations 
and experiences collected by the candidate in general practice, 
and a high order of excellence will be required. If no essay 
entered is of sufficient merit no award will be made. Candidates 
in their entries should confine their attention to their own obser- 
vations in practice rather than to comments on previously 
published work on the subiect, though reference to current 
literature should not be omitted when it bears directly on their 
results, their interpretations, and their conclusions. It is sug- 
gested that essays should consist of from 3.000 to 10,000 words. 

(5) Essays. or whatever form the candidate desires his work 
to take, must be sent to the Secretary, British Medical Associa- 
tion, B-M.A. House, Tavistock Square, London, W.C.1, not later 
than December 31, 1953. 

(6) A prizewinner in any year is eligible for an award of either 
of the prizes in any subsequent year. A study or essay that has 
been published in the medical press or elsewhere will not be 
considered eligible for e prize, and a contribution offered in one 
year cannot be accepted in any subsequent year unless it includes 
evidence of further work. 

(7) If any question arises in reference to the eligibility of the 
candidate or the admissibility of his or her essay the decision 
of the Council on any such point shall be final. 

(8) Preliminary notice of entry for this competition is required, 
on a form of application to be obtained from the Secretary. 

(9) Each essay, which should: be unsigned, must be typewritten 
or printed and accompanied by a note of the candidate’s name 
and address. 

(10) Inquiries relative to the prizes should be addressed to the 


Secretary. 


Diary of Central Meetings 


OcTOBER 

1 Thurs. Central Consultants and Specialists Committee, 
12.30 p.m. 

2 ‘Fri. Alcohol and Road Accidents Committee, 10.30 
a.m. 

2 ‘Fri. Joint Committee of B.M.A. and the Magistrates’ 
Association, 11 a.m. 

2 Fri. Registrars Group Council, 2 p.m. 

6 Tues. Organization Committee, 2 p.m. 

7 Wed. Committee on the Rehabilitation of Disabled 
Persons, 10.15 a.m. 

7 Wed. Private Practice Committee, 11.30 a.m. 

8 Thurs. Amending Acts Committee, 2 p.m. 

8 Thurs. Scientific Exhibition Subcommittee, Arrangements 
Committee (Glasgow, 1954), 8.30 p.m. (at 
B.M.A. Regional Office, 234, St. Vincent Street, 

; Glasgow). 

9 Fri. Ophthalmic Qualifications Committee, 1.45 p.m. 

9 Fri. Ophthalmic Group Committee, 2 p.m. 

13. Tues. Central Ethical Committee, 2 p.m. 

13. Tues. Joint Formulary Committee, 2 p.m. 

14 Wed. Journal Committee, 10.30 a.m. 

14 Wed. Public Relations Committee, 2 p.m. 

14 Wed. Staff Side, Committee “‘ C,” 2 p.m. 

14 Wed. Transport Medical Standards Subcommittee, 
Occupational Health Committee, 2.30 p.m. 

14 Wed. Arbitration Machinery Committee, 4 p.m. 

15 Thurs. Dermatologists Group Committee, 2 p.m. 


Branch and Division Meetings to be Held 


BraDForD Division.—At Royal Infirmary, Bradford, Wednes- 
day, October 7, 8.15 p.m., meeting. Inaugural address by PD” 
Bigham: ‘ The Early Days.” 

Coventry Division.—At Chace Hotel, London Road,’ 2n- 
hall, Tuesday, October 6, 7.30 for 8 p.m., dinner; first o. ary 
general meeting. Inaugural address by Dr. J. F. Gaipine: 
“ Poliomyelitis, 1953.’ 

DartTForD Division.—At Livingstone Hospital, Dartford, 
Thursday, October 8, 8.45 p.m., meeting. Lecture by Dr. A. E. 
Jones: ‘“‘ Radioactive Isotopes in Medical Treatment.” To be 
illustrated by lantern slides. 

Doncaster Division.—At Parkinson’s Café, High Street, Don- 
caster, Tuesday, October 6, 7.30 p.m., joint meeting with Don- 
caster Medical Society. Address by Mr. W. McC. Scott: 
** Bladder-neck Obstruction.” 

East Herts Diviston.—At Hertford County Hospital, Thurs- 
day, October 8, 8.30 p.m., meeting. Films. 

East Kent Diviston.—At Chez Laurie Restaurant, Thanet 
Way, Herne Bay, Thursday, October 8, 7.30 p.m., dinner; 8.45 
p.m., Dr. G. B. Forbes: “ Diseases Transmissible from House- 
hold Pets to Man.” 

KENSINGTON AND HAMMERSMITH Divicron.—At Hammersmith 
Hospital, Ducane Road, W., Wednesday, Uctober 7, 2 p.m., ward 
visit for general practitioners. 

LAMBETH AND SOUTHWARK DiIvision.—At Lambeth Hospite! 
Brook Drive, S.E.. Sunday, October 4, 11 a.m., clinical meeting. 

MIDLAND BraNcH.—At 154, Great Charles Street, Birmingham, 
Thursday, October 8, 2.30 p.m., meeting. 

NUNEATON AND TAMWORTH Division.—At Red Lion Hotel, 
Atherstone, Tuesday, October 6, 8 p.m., supper; 8.45 p.m., 
meeting. 

St. Pancras Division.—At B.M.A. House, Tavistock Square, 
London. W.C., Tuesday, October 6, 8.30 p.m., meeting. Lecture 
and demonstration by Dr. Alan Stoddard: “ Osteopathic Tech- 
nique.” 

SCARBOROUGH Dtviston.—At Scarborough Hospital, Thursday, 
October 8, 8.30 p.m., meeting. Dr. J.D w: “ The Evaluation 
of Radiological Findings in the Alimentary Tract.” 

ScUNTHORPE Drvision.—At Scunthorpe and District War 
Memorial Hospital, Friday, October 9, 8.30 p.m., meeting. 
Address by Dr. F. S. Cooksey: ‘* The Social Adjustment of the 
Physically Handicapped.” Illustrated by photographs of gadgets, 
kitchen adaptations. etc. 

SoutH Essex Division.—At Oldchurch Hospital, Romford, 
Friday. October 9, 9 p.m., clinical meeting. 

Tower HAMLets Division.—At Poplar Hospital, East India 
Dock Road, E., Friday, October 2, 8 p.m., meeting. Dr. D 
Morris: ** Some Recent Advances in Paediatrics.” 

TunsripGe Weitts Division.—At Kent and Sussex Hospital, 
Tunbridge Wells, refresher course. Saturday, October 10, 2.30 
p.m., Mr. A. C. H. Bell: “Care of the Pregnant Woman ’”’; 
4.30 p.m., Mr. J. H. Peel: “* Unexpected Difficulties in Labour ” ; 
9 p.m., “ Brains Trust.”” Sunday, October 11, 10 a.m., Mr. A. J. 
Wrigley: “The Care of Mother and Child”; 11.15 a.m., 
Mr. D. H. Macleod: ‘Common Gynaecological Complaints, 
Their Diagnosis and Treatment.” 

West RROMWICH AND SMETHWICK Division.—At Recreation 
Hall, Hallam Hospital, West Bromwich, Tuesday. October 6, 
8.30 p.m., meeting. Lecture by Dr. H. W. Everley Jones: “* Some 
Recent Paediatric Developments.” f 

Woo.twicH Drvision.—At St. Nicholas’ Hospital, Plumstead. 
S.E., Tuesday, October 6. 8 p.m., meeting. Members of the 
Greenwich and Deptford Division are welcomed. 
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CENTRAL CONSULTANTS AND SPECIALISTS 
COMMITTEE 
FIRST MEETING OF NEW SESSION 


The first meeting of the new session of the Central Con- 
sultants and Specialists Committee was held at B.M.A. 
House, London, on October 1. Dr. T. ROWLAND HILL and 
Mr. T. HOLMES SELLORS were re-elected Chairman and 
Deputy Chairman respectively. 

The death was announced of Mr. V. H. Ellis, who had 
been a member of the Committee since its formation, and 
the members stood in silence as a token of respect. 

Mr. C. E. Kindersley and Mr. H. J. McCurrich were 
co-opted to the Committee. 

The CHAIRMAN said that Dr. E. E. Claxton, Assistant 
Secretary, had given up the secretaryship of the Committee. 
He paid a high tribute, which was endorsed by all the 
members, to Dr. Claxton’s services. His work in helping 
to build up the organization had been invaluable. The 
Chairman welcomed in his place Dr. S. J. Hadfield, Assistant 
Secretary, and complimented him on his recent survey and 
report on general practice. 

The Committee proceeded to appoint its representatives 
on the Joint Consultants Committee. The following were 
appointed: Dr. T. Rowland Hill, Mr. T. Holmes Sellors. 
Mr. H. H. Langston, Mr. D. W. C. Northfield, and 
Dr. S. F. R. Whittaker, together with one Scottish member 
to be nominated later. These six became automatically 
members of the Executive, and as a result of a ballot the 
following further members were appointed to the Execu- 
tive: Mr. A. Lawrence Abel, Professor P. C. P. Cloake. 
Dr. P. W. Edwards, Professor S. J. Hartfall, Mr. J. R. 
Nicholson-Lailey, and Professor G. I. Strachan. 

The Committee endorsed the reappointment of its sub- 
committees concerned with junior hospital staff, public and 
professional relations, and organization. Mr. B. N. Brooke, 
Dr. R. D. Lawrence, and Professor Strachan, together with 
a Scottish representative, were appointed representatives on 
a subcommittee set up by the General Medical Services 
Committee to carry out an inquiry into the number of 
students admitted to medical schools in relation to the 
probable future need for doctors. Dr. D. F. Hutchinson, 
on behalf of the General Medical Services Committee, said 
that it was intended that the subcommittee should cover 
every possible aspect of the situation. 

It was decided, in view of the pressure of business, that 
the Committee should hold all-day meetings in future, 
beginning at 10.30 in the forenoon. 


Senior Registrars 

The CHAIRMAN, in reporting on the work of the Joint 
Committee, said that the view had again been placed before 
the Ministry that many senior registrars were engaged in 
work of a consultant nature, and that, unless additional 
consultant posts were created, an acute staffing problem 
would arise when the transitional posts recently approved 
by the Ministry came to an end in two years’ time. The 


Committee had therefore suggested that hospital boards 
should be advised of the necessity of reviewing their staffing 
arrangements before there was any further reduction in 
senior registrar posts. The Ministry had replied that there 
was no need for special action, as the boards would do this 
as a matter of course. 

Mr. H. H. LANGSTON suggested that the Committee might 
be in a position to help in this respect by pointing out to. 
the Ministry exactly where additional posts were necessary. 
The information could be collected from the regions, and 
the need for increasing the establishment in a particular 
region and in a particular branch of medicine could be 
pointed out. 

A representative of the registrars mentioned one specialty 
—namely, serology—in which the number of consultants’ 
posts was very small indeed, and the whole pattern of 
registrar appointments needed examination. The CHAIRMAN 
promised that all these considerations would be brought 
before the Joint Committee. 

On the question of the medical staffing of casualty depart- 
ments in the light of the increasing risk of litigation affect- 
ing hospital officers, it was stated that the Joint Committee 
did not oppose the suggested appointment of senior casualty 
officers with a tenure of up to four years at a salary within 
the S.H.M.O. range, but would be guided by the work of 
the subcommittee which had just been set up to study junior 
staffing problems. 


Whole-time and Part-time Service 

Some figures were laid before the Committee concerning. 
the number of whole-time and part-time consultants. At 
the end of last year the number of whole-time consultants. 
was 1,780 and of part-time 4,467. These figures compared 
with 1,310 and 3,879 respectively at the end of 1949. The 
percentage of consultants who were whole-time had risen 
during the last four years from 25.2 to 28.5, the chief 
increase being in the ancillary departments. 

Reference was made in the discussion to the difficulty of 
the whole-timer becoming a part-timer. 

It was stated that the Ministry had again been urged to 
advise the boards, wherever practicable, to offer candidates. 
for consultant appointments an option for whole-time or 
part-time service, and that, where such an option was 
offered, candidates should not be asked for their preference 
at the time of the interview, as this might appear to be 
prejudicial to those who had expressed a preference for 
part-time service. 


Domiciliary Consultations 


A question arose concerning the statement giving the 
diagnosis on the domiciliary consultation certificate. There 
were instances, it was stated, where this information had 
been abused. The Ministry, while agreeing to look into 
the matter, had stated that its impression was that the 
diagnosis was of considerable value to the boards for the 
purpose of regional planning, and it required further 
evidence before the certificate was judged to be undesirable. 
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Mr. STAVELEY GOUGH pointed out that a precise diagnosis 
on the certificate was not essential. No information which 
it was undesirable to give need be given. 

Mr. LANGSTON said that in his region the strongest objec- 
tion was taken to putting down the diagnosis, both by con- 
sultants and, even more strongly, by general practitioners. 
It was not regarded as a minor point at all. There had 
been cases where the forms had been sent back for more 
exact diagnosis. 


Reports to General Practitioners on Discharge of Hospital 
Patients 


Dr. J. D. R. Murray, representing the General Medical 
Services Committee, brought forward the question of reports 
from hospitals to general practitioners. The Representative 
Body had urged that hospitals should be instructed that on 
the day of discharge of a patient a preliminary note con- 
cerning diagnosis and treatment should be sent to the 
patient’s doctor, to be followed later by a complete report. 
The Central Consultants and Specialists Committee, how- 
ever, had expressed the view that any action on these lines 
was unnecessary in view of existing instructions, but this was 
a view the General Medical Services Committee could not 
accept. In its opinion the Ministry should be asked to 
impose an obligation upon junior hospital medical staff to 
issue a report to the general practitioner on the day of dis- 
charge or death. Dr. Murray said that there was ample 
evidence from all over the country of the great difficulty 
which was being experienced at the present time by general 
practitioners in getting information about their patients. 

In discussion a member suggested that a representative 
from the local medical committee should have a seat on the 
medical advisory committee with a view to working out a 
satisfactory local arrangement. Mr. LANGSTON said that 
they were well aware that there had been lapses, but he 
objected to the Ministry being asked to give a directive to 
hospital medical staffs. Other members said that the trouble 
was solely due to the shortage of clerical staff. Mr. J. R. 
NICHOLSON-LAILEY suggested that regional committees 
should be asked to consider the matter and determine 
whether local arrangements were satisfactory. Mr. STAVELEY 
Gouch said that there was no disagreement on the principle 
of early notification, but clerical assistance was not always 
available. 

The CHAIRMAN said that he felt that general practitioners, 
very much aware of their own difficulties, sometimes failed 
to comprehend the difficulties of hospital medical staffs. 
The pressure both on consultants and on house officers was 
very great—infinitely greater than it had been in the past. 
To increase the difficulties of the doctor in hospital was 
not the right way to meet the situation. He agreed that 
the general practitioner must be helped in every way possible 
by early notification on discharge, but he was not in sym- 
pathy with the idea that hospitals should be directed on the 
subject. He was sure that general practitioners, for their part, 
would not take kindly to directives given to them by the 
Ministry of Health. The Committee was sympathetic and 
would do all in its power to meet the difficulty in a spirit of 
understanding. 


The Guillebaud Committee 


The Committee considered a memorandum of guidance to 
the standing committees of the Association which were 
invited to prepare evidence for submission to the Guillebaud 
Committee. A steering committee had been set up under 
the chairmanship of the Chairman of Council, with the 
chairmen of the main committees as members, among them 
the Chairman of the Central Consultants and Specialists 
Committee. It was agreed to authorize the executive to go 
into this matter as one of urgency and to report to the 
next meeting. The Chairman commented on the extremely 
wide terms of reference of the Guillebaud Committee. 


Legal Actions involving Hospital Staff 


A request from the Council to consider the desirability, 
in view of the increasing litigiousness of the public so far 


as doctors were concerned, of establishing a panel of 
experienced consultants who would be prepared to give 
their time to the assistance of their younger colleagues in 
such matters as threatened actions for alleged negligence, 
was before the Committee. 

Dr. S. COCHRANE SHANKS pointed out that in the medical 
defence and protection societies they had a distinguished 
group of medical men—consultants, general practitioners, 
and public health officers—who were well versed in the 
handling of medico-legal problems, and each of these 
societies had a medical secretariat of wide experience. 
These were by far the best people to handle the situation. 

Other members expressed themselves to the same effect, 
and the Committee appeared to be in general agreement. 

The Committee proceeded to discuss some twenty other 
resolutions of the Representative Body, and decided on the 
appropriate further action in each case. Among the resolu- 
tions of the Representative Body which were endorsed by 


_the Committee was one urging that, when dependants of 


Service personnel who are on hospital waiting-lists remove 
from one area to another, the length of time that the patient 
has already been on a waiting-list should be taken into 
account at the new hospital. 

Proposals from the Treasury concerning fees for part- 
time employment in Government departments were laid 
before the Committee and referred to the Executive for 
detailed study and report. 








CERTIFICATION 


GENERAL PRACTITIONERS’ INCREASING 
DIFFICULTIES 


The following announcement has been sent by the B.M.A. 
to local medical committees : 


From time to time isolated instances have arisen where 
the accuracy of medical certificates given by general practi- 
tioners has been called to question, and indeed the validity 
of the certificates themselves challenged by regional medical 
officers of the Ministry of Health. 

The General Medical Services Committee is in no doubt 
about the high standards which the vast majority of general 
practitioners have set themselves in issuing certificates, nor 
does it dispute the necessity for the Ministry to have a check 
upon the disbursement of public money, but undoubtedly 
the increased call for certificates resulting from the National 
Insurance scheme and the increasing tendency of employers 
to demand certificates for even short periods of absence 
has increased the difficulties of general practitioners in this 
respect. 

The Committee feels, therefore, that this is an appropri- 
ate occasion upon which to draw the attention of general 
practitioners to the need for taking the greatest possible care 
in issuing medical certificates. 

First, every general practitioner must conform to certain 
well-defined ethical obligations when issuing medical certifi- 
cates, and indeed, in the words of the warning notice issued 
by the General Medical Council, a certificate must not be 
untrue, misleading, or improper. In addition, however, lax 
certification may well lead to investigations by regional medi- 
cal officers, and the general practitioner is expected to observe 
certain rules for the issue of certificates which are required 
for National Insurance purposes. These rules require pri- 
marily that every certificate must be in writing in ink or other 
indelible substance and contain the following particulars : 

(a) the claimant’s name; 

(b) the date of the examination on which the certificate is 
based ; 

(c) a concise statement of the disease or disablement by which 
the claimant is, in the practitioner’s opinion, at the time rendered 
incapable of work; 

(d) the date on which the certificate is given; 

(e) the address of the practitioner. 


They also lay down that the certificate shall specify the 
cause of incapacity as precisely as possible, and that every 
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certificate must be given on a date not more than a day later 
than the examination upon which it is based. 

It is, in the Committee’s view, of the greatest importance 
that the public should have a proper respect for the value of 
certificates which are issued by general practitioners, and 
it is hoped that local medical committees will, in their areas, 
from time to time draw the attention of practitioners to their 
statutory and ethical obligations in this matter, and take up 
on their behalf any cases where it would appear that un- 
reasonable demands have been made. 








PRACTICE PREMISES 
CALL FOR HIGHEST POSSIBLE STANDARDS 


The following letter from the Chairman of the General 
Medical Services Committee has been sent to every general 
practitioner in the National Health Service: 

When the Minister of Health addressed the Annual Confer- 
ence of Local Medical Committees in June this year, he 
paid tribute to the unique position of the general practi- 
tioner as the leader of the clinical team in the health field. 

The General Medical Services Committee has expressed 
considerable satisfaction at this public recognition of the 
general practitioner’s work, and it feels that everything pos- 
sible should be done to maintain and enhance the status of 
this section of the profession. 

One important factor which in the mind of the public 
reflects directly on the status of the individual doctor is his 
surgery and waiting-room accommodation, and, although in 
spite of post-war difficulties the general standard is of a 
high order, a number of general practitioners have, by 
reason of building restrictions and the high cost of repairs 
and maintenance, been prevented from doing all that they 
would have wished in this respect. ‘ 

Under his terms of service a practitioner at his own 
expense “is required to provide proper and sufficient sur- 
gery and waiting-room accommodation for his patients 
having regard to the circumstances of his practice.” 
Any member or officer of the executive council or the 
local medical committee can, under the regulations, be 
authorized to inspect the accommodation provided and to 
report upon it. 

It is clear from recent questions and answers in Parlia- 
ment that attention is likely to be focused upon isolated 
«cases where the standard of accommodation falls short of 
what is desirable, and the General Medical Services Com- 
mittee is anxious to forestall any criticism which might 
-arise. ° 

A doctor’s remuneration in the National Health Service 
‘takes into account his obligation to provide suitable pre- 
mises, and it remains his personal responsibility to provide 
‘them at his own expense. 

For a number of reasons the Committee now feels that 
it should invite individual doctors to review the surgery 
and waiting-room accommodation in their practices. 

First, there has been some general relaxation in building 
restrictions. No licence is now required for building work 
up to £500, and all development charges under the Town 
and Country Planning Act have been abolished. 

Secondly, the widespread establishment of health centres 
no longer seems likely, at any rate for some considerable 
time to come. 

Thirdly, as a result of the Danckwerts award, general 
practitioners may now feel themselves to be in a better 
position to embark upon expenditure of this nature. 

Fourthly, the practice expenses ratio established by the 
Danckwerts award includes a substantial element in respect 
of the cost of maintaining surgery premises. In this way 
the amounts allowed as legitimate practice expenses by the 
Inland Revenue authorities by way of depreciation, repairs, 
and renewals, etc., are reflected in the net amount of the 
Central Pool. Thus a practitioner who continues to main- 
tain practice premises of a substantially lower standard 
than that of his colleagues derives an unfair financial 
‘advantage. 


The Committee is convinced that it would be neither 
practicable nor desirable to attempt to lay down any mini- 
mum standards, since conditions of practice must vary 
widely in different parts of the country. It believes that 
any necessary improvements in the standard of accommo- 
dation provided should develop spontaneously from a wish 
by the individual doctors concerned to ensure that their 
practice premises are compatible with the prestige and status 
of general practice in the Service, and as such will enable 
them to give of their best to their patients. 

This is the concern of all doctors wherever they practise, 
whether in partnership or alone. It is separate from, and 
should not be confused with, certain arrangements now 
under discussion which are intended, in approved cases, to 
encourage group practices. 

The Committee earnestly hopes that every general practi- 
tioner will do ‘his utmost to provide the highest possible 
standard of surgery and waiting-room accommodation for 
his patients. Local medical committees, local executive coun- 
cils, and local housing authorities are always ready to offer 
advice and guidance in any way possible, and, in any parti- 
cularly difficult cases where the aid of the Ministry or the 
Department of Health for Scotland would be useful, the 
Committee has been assured that it will be readily forth- 
coming. 





Correspondence 








General Practice 


Sir,—Dr. Stephen J. Hadfield is to be congratulated on 
his fine service to the purposes for which he undertook 
“A Field Survey of General Practice, 1951-2” (Journal, 
September 26, p. 683). Yet most general practitioners who 
read his remarkable document will surely feel that, whatever 
purposes inspired him, Dr. Hadfield has, like the compiler 
of Domesday Book, painted a lively and penetrating picture 
from the life of his time. In years to come those for whom 
history is not merely photographic or statistical will here 
light upon a composite drawing of medical life in the early 
days of the National Health Service—a composition which 
for all its wealth of picturesque detail never for a moment 
creates any doubt as to its author’s sincere devotion to 
fact-finding research. 

No ordinary professional contacts can give such insight 
or afford the general practitioner this wonderful view of 
himself and his colleagues. In assembling a wealth of 
character and circumstance under appropriate headings Dr. 
Hadfield is all the time introducing us to individual doctors. 
One may not exactly recognize oneself amongst these, and 
yet may marvel at how much one has in common with the 
lot. For as you travel round with Dr. Hadfield he inevit- 
ably fits you into his picture—I am, etc., 

Eye, Suffolk. J. SHACKLETON BAILEY. 


Sir,—Your “General Practice” number (September 26) 
contains comprehensive, if restrained, comments on the 
whole field of G.P. work and provides material for many 
long letters, some of which you will no doubt receive. 
Meanwhile, may one be permitted three comments ? 

First, Dr. Stephen J. Hadfield, in his admirable article 
(p. 683), suggests that 92% of general practitioners are 
“adequate or better than adequate.” Faint praise. The 
tone of his article suggests to me that his standard of 
adequacy could justifiably be set rather higher. When one 
remembers that the doctors interviewed knew they were 
the subject of a critical survey, and therefore likely to be 
on their best behaviour, his figure of 92% becomes a trifle 
optimistic. 

Secondly, practice is exactly what the doctor makes of it, 
and patients behave just as their family doctor has trained 
them to. The man whose patients come to him only for 
a letter to hospital is only reaping the lack of trust engen- 
dered by years of poor medicines, for patients naturally 
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rely on their doctor, while he who refuses to do minor 
surgery, etc., unless he is paid for every stroke has only 
himself to blame if practice becomes a wearisome unvary- 
ing grind. 

Finally, the phrase “ lack of time ™ recurs again and again 
to explain the G.P.s’ failure to attend postgraduate classes, 
keep records, co-operate with each other, etc. Surely this 
is not an acceptable excuse. It must be realized that to 
take advantage of recent advances more time must be given 
to each patient even than 10 years ago. Of all members 
of the profession the general practitioner is best able to 
adjust the amount of work he does to a reasonable level. 
There is no need for any G.P. to be overworked, least of 
all for financial reasons. I believe that the desire to keep 
on increasing income accounts for many of the evils of prac- 
tice to-day, and is entirely responsible for the difficulty in 
entering general practice—I am, etc., 


Petts Wood, Kent. H. P. Hicpitcu. 


Sir,—Presumably Dr. Stephen J. Hadfield’s “ Field Sur- 
vey ” (Journal, September 26, p. 683) and the postal inquiry 
(Supplement, September 26, p. 105) were meant to give a 
picture of general practice in Britain to-day. If so, the 
picture is incomplete. Why was no attempt made to find 
out what the all-too-many assistants think of the Health 
Service ? 

No one asked them about their fears or frustrations, their 
anxieties or their hopes for the future. Dr. Hadfield must 
surely have met them in his travels, even though it may 
have been in the presence of their principals; in such a 
situation they might, wisely, have had little to say, for 
assistantships are not easy to come by these days, even in 
the Welsh mining valleys or industrial Lanarkshire. 

I suggest that a postal inquiry among assistants might 
reveal the seamier side of practice in this country. It could 
start by asking how many jobs the assistant has had since he 
began in practice, and how many assistants had had his job 
before him. From there it could easily lead on to broken 
promises about partnerships and such minor abuses. Assis- 
tants would not like to see their names in print, but by post 
they could remain anonymous. There should be no diffi- 
culty in getting in touch with them, as every executive coun- 
cil holds a list of their names. I am sure their answers to 
a properly chosen set of questions would alter some of 
the conclusions reached in your issue of September 26.— 
I am, etc., 


Wellington, Salop. W. J. REILLY. 





Association Notices 





Diary of Central Meetings 


OCTOBER _ 
13 Tues. Central Ethical Committee, 2 p.m. 
13 Tues. Joint Formulary Committee, 2 p.m. 
14 Wed. Journal Committee, 10.30 a.m. 
14 Wed. Public Relations Committee, 2 p.m. 
14 Wed. Staff Side, Committee “ C,” 2 p.m. : 
14 Wed. Transport Medical Standards Subcommittee, 
Occupational Health Committee, 2.30 p.m. 
14 Wed. Arbitration Machinery Committee, 4 p.m. 
15 Thurs. G.M.S. Committee, 10.30 a.m. 
15 Thurs. Dermatologists Group Committee, 11.30 a.m. 


(Time changed from 2 ee 
16 Fri. Charities Committee, 11.30 a.m. 
16 Fri. Overseas Committee, 2 p.m. 
16 Fri. Tuberculosis and Diseases of the Chest Group 


Committee, 2 oe. . 

19 Mon. Armed Forces Committee, 2 p.m. 

20 Tues. Industrial Injuries Evidence Subcommittee, Occu- 
pational Health Committee, 2 p.m. ~ 

22 Thurs. Full-time Non-professorial Medical Teachers and 
Research Workers Group Committee, 2 p.m. 

22 Thurs. International Relations Committee, 2 p.m. 


23. «Fri. Library Subcommittee, Science Committee, 
11.30 a.m. (postponed from September 25). 

23 ‘Fri. Science Committee, 2 p.m. (postponed from 

4 September 2 


27 Tues. Executive Subcommittee, Joint Formulary Com- 
mittee (at Pharmaceutical Society, 17, Blooms- 
bury Square, London, W.C.), 2 p.m. 
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Branch and Division Meetings to be Held 


_ ALDERSHOT AND FARNHAM Division.—At Aldershot Civil Infec- 

tious Diseases Hospital, Redan Road, Aldershot, Tuesday, 
October 13, 8.30 p.m.. annual general meeting.- 

BLACKPOOL AND FyLpg Division.—At Savoy Hotel, Blackpool, 
Wednesday, October 14, 7.15 p.m., dinner; 8.30 p.m., Mr. W. 
Lamont: “ The Arthritic Knee Joint.’ 

City Division.—At ar ee Down Health Centre, Green 
Lane, N., Tuesday, October 13, 7.30 p.m., Centre open for inspec- 
tion ; 8.30 p.m., meeting. 

CroypDon Division.—At 43, Wellesley Road, West Croydon, 
Tuesday, October 13, 8.30 p.m., general meeting. Address by 
Mr. A. M. Macarthur: “* A Review of Cardiac Surgery.” 

Dewssury Division.—At General Infirmary, Dewsbury, 
Friday, October 16, 8.30 p.m., meeting. Dr. W. Yeoman : “ The 
Home Treatment of the Rheumatic Patient.” 

GuiLpForp Division.—At Royal Surrey County 7 
Guildford, Thursday, October 15, 8.30 p.m., meeting. Dr. A 
O'Donovan: “ Drug Eruptions New and Old.” 

-HampsteaD Division.—At Hampstead General and North- 
West London Hospital, Haverstock Hill, N.W., Wednesday, 
October 14, 8.30 p.m., meeting. Mr. J. C. R. Hindenach: “ The 
Orthopaedic Disabilities of the Lower Limb in Childhood.” 

HastTinGs Division.—At Royal East Sussex Hospital, Tuesday, 
October 13, 8.15 p.m., meeting. Address by Dr. W. E. Davidson: 
“Origin, Progress, and Future of General Practice.” 

HENDON Division.—At Hendon Hall Hotel, London, N.W., 
Tuesday, October 13, 8.45 p.m., meeting. Sir Gordon Gordon- 
Taylor : “‘ In Retrospect.’’ Illustrated by lantern slides. 

KENSINGTON AND HAMMERSMITH Division.—At Hammersmith 
Hospital, Ducane Road, W., Wednesday, October 14, 2 p.m., 
ward visit for general practitioners. 

KINGSTON-ON-THAMES Division.—At Kingston Hospital, 
Wolverton Avenue, Kingston-on-Thames, Tuesday, October 13, 
8 for 8.30 p.m., meeting. Dr. Robert Forbes: “* Recent Develop- 
ments in Medical Litigation.” 

_NorTH OF ENGLAND BRaNcH.—At New Lecture Theatre, Royal 
Victoria Infirmary, Newcastle-upon-Tyne, Thursday, October 15, 
scientific meeting—7.15 p.m., Clinical demonstration by Mr. 
F. Denis Hindmarsh : “ Problems of Varicose Ulceration” ; 
8.45 p.m., address by Dr. R. Bodley Scott : ‘“‘ Enlargement of the 
Lymph Nodes.” 

NortH MIppDLEsex Division.—At North Middlesex Hospital, 
Silver Street, Edmonton, N., Tuesday, October 13, 8.30 p.m., 
local conference on tuberculosis. All members of the Liaison 
Subcommittee are invited. 

NorktTH-west WALEs Division.—At Royal Hotel, Capel Cerrig, 
North Wales, Saturday, October 17, 7.30 for 8 p.m., informal 
dinner followed by two films: (1) Senile Obliterative Arteritis of 
the Legs; (2) Management of Normal Labour. 

RocupDaLe Division.—At Kingsway Hotel, Rochdale, Monday, 
October 12, 8.30 p.m., meeting. Dr. Basil Wolman: ‘“ Problems 
of the Newborn.” 

SoutH MIDDLESEX Diviston.—At Red Lion Hotel, Hounslow, 
Wednesday, October 14, 7.30 for 8 p.m. Informal supper 
with pharmacists, followed by a discussion to be opened by 
Mr. Harold Moss, president of the Thames Valley Pharmaceutical 
Association. 

SouTH-wEsT Essex Division.—At Connaught Hospital, Orford 
Road, Walthamstow, E., Tuesday, October 13, 8.30 p.m., meeting. 
B.M.A. lecture by Mr, J. Bentley: “ Recent Advances in Vascu- 
lar Surgery.” 

SUNDERLAND Division.—At Royal Infirmary, Sunderland, 
Friday, October 16, 8 p.m., meeting. Address by Dr. Robert 
Forbes : “ Medical Litigation.” | 

Swansea Division.—At Morriston Hospital, Swansea, Thurs- 
~/, October 15, clinical meeting. 

ANDSWORTH Division.—At St. James’ Hospital, . Balham. 
Wednesday, October 14, 8 p.m. Cocktail party. 

West Herts Division.—At The Avenue Clinic, Watford, 
Tuesday, Wednesday, and Thursday, October 13, 14, and 15 
4.30 to 5.30 p.m., periods for general practitioners to meet health 


visitors in area. 


Meetings of Branches and Divisions 


NortH STAFFS DIVISION 


The North Staffordshire Division celebrated its Golden Jubilee 
on September 24. A most successful and well-attended B.MA. 
lecture was given by Mr. T. Holmes Sellors entitled ‘‘ The Diag- 
nosis and Treatment of Cancer of the Lung.” 

In the evening a Jubilee Dinner took place at the North 
Stafford Hotel. It was attended by 147 members and friends. 
The toast of the B.M.A. was proposed by Mr. P. T. Bowcock. 
president of the North Staffordshire Law Society, and responded 
to by Mr. J. W. Tudor Thomas, President of the B.M.A. The 
health of the Division was proposed by Dr. S. Wand, Chairman 
of the Representative Body, and the response was from Dr. Peter 
Edwards, chairman of the North Staffordshire Division. The 
toast of the guests was proposed by Dr. H. J. Browne, vice- 
chairman of the North Staffordshire Division, and Dr. A. B. 
Davies responded. Dr. A. Macrae, Secretary of the B.M.A., and 
oa E. E. Claxton, Assistant Secretary, also spoke on behalf of 
the guests. 
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GRADING OF S.H.M.O.s 


MINISTRY REFUSES TO ALLOW FURTHER 
REVIEW OF CASES 


At the Annual Representative Meeting in July, 1952, con- 
siderable disquiet was expressed about alleged injustices 
following the review of S.H.M.O.s which had taken place 
some months earlier, and a plea was put forward that there 
should be a right of appeal to some central body against 
decisions of the review committees. As a right of appeal 
had previously been refused by the Government the Central 
Consultants and Specialists Committee did not feel that 
any useful purpose would be served by pursuing the 
matter, but the Committee gave an undertaking that it 
would raise individual cases of apparent injustice with the 
Ministry. 

The Committee subsequently examined the claims of 
those S.H.M.O.s who had expressed dissatisfaction with 
their grading, and sought advice from independent sources. 
As a result the Committee was satisfied that there was prima- 
facie evidence for suggesting that in certain cases injustice 
had been done, and these cases were brought to the notice 
of the Ministry. The Ministry replied that the status of all 
the doctors originally graded as S.H.M.O.s had been 
thoroughly reviewed on more than one occasion, and that 
it was clearly understood that the review at the end of 
1951—the machinery for which had been agreed with the 
Joint Committee—would be the final approach to the prob- 
iem. The Ministry stated that it was always ready to 
satisfy itself that in any particular case the proper arrange- 
ments had been made for the review of grading, and it 
had ascertained that in each case to which its attention 
had been directed the fullest consideration had been given 
by a committee which was expert, locally informed, and 
constituted in the agreed manner. The Ministry thought 
that no central appeal committee could enjoy all these 
advantages, and it saw no reason, therefore, for reopening 
the question. 

The matter was thereupon taken up by the Joint Com- 
mittee, which informed the Ministry that, while it did not 
doubt that the review committees had been properly consti- 
tuted, it did not feel that the possibility of error should be 
ruled out. The Joint Committee stated that in its view the 
cases to which the Central Consultants and Specialists Com- 
mittee had drawn attention provided evidence of mistakes 
in grading sufficient to justify further investigation, and it 
urged that they should be examined again. 


The following reply has now been received from the Chief 
Medical Officer of the Ministry of Health: 


““T promised to consider further your suggestion of an informal 
meeting, with documents, to discuss the grading of certain senior 
hospital medical officers. I have now done so in the light of what 
was said at that meeting, and on previous occasions when we have 
discussed these matters of grading. 

“IT must say, after the fullest consideration, that we are unable 
to accept the suggestion of a further review of these gradings. 
The review in 1951 was entrusted, with the agreement of both 
sides, to specially constituted professional committees and was 
accepted by both sides as final. I cannot see how we could justify 
questioning the decisions of these committees which were made 
on that understanding, and have now been put into practice. It 
seems to me it would greatly increase the difficulty of ever making 
any settled arrangements, if matters so definitely and finally 
decided could be reopened.” 








OCCUPATIONAL HEALTH SERVICES 


The first meeting of the new session of the Occupational 
Health Committee was held at B.M.A. Headquarters on 
September 30. Dr. J. A. L. VAUGHAN JoNEs, on taking the 
chair, to which he had been re-elected, said that during last 
year the Committee had experienced difficulties and had not 
accomplished as much as was hoped. He trusted that this 
year they would achieve a considerable degree of unanimity 
and move forward. He welcomed the following new mem- 
bers of the Committee : Dr. J. J. O'Dwyer (nominated by 
the Association of Industrial Medical Officers), Dr. M. E. M. 
Herford (nominated by the Association of Certifying Fac- 
tory Surgeons), Dr. J. M. Campbell, Dr. A. P. Robertson, 
Dr. F. Lishman, and Dr. Llywelyn Roberts (appointed by 
the Representative Body, the Council, the General Medical 
Services Committee, and the Public Health Committee, 
respectively). ; 

The Planning, Remuneration, Occupational Dermatitis, 
Transport Medical Standards, and the D.I.H./D.P.H. Sub- 
committees were reappointed. 


4 


Ethical Rules for Industrial Medical Officers 


The Committee proceeded to consider the decisions taken 
at the Annual Representative Meeting relating to industrial 
health. One of these decisions was that the ethical rules 
for industrial medical officers should be specifically brought 
to the notice of all such officers, whether members of the 
Association or not, and that the Representative Body hoped 
that such rules would be scrupulously observed. 
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It was suggested that, to give effect to this, an approach 
might be made through the honorary secretaries of Divi- 
sions, or that it would be sufficient to republish the rules in 
the British Medical Journal. It was pointed out that the 
majority of the people affected by these rules would be 
general practitioners engaged part-time in industrial medi- 
cine, and the difficulty of compiling any complete list was 
stressed. The compilation of a register of all those engaged 
in industrial medicine was urged. It was felt that, while 
information might be obtained from the Ministry of Labour 
about Appointed Factory Doctors, information about other 
sections in this branch of medicine must necessarily be in- 
complete. 


It was agreed to recommend to Council that the rules 


should be brought to the attention of those concerned by 
publication in the Journal. 


Private Certificates for Fitness 


Another motion of the Representative Body which led to 
some discussion was that medical certificates required for 
fitness to undertake employment should be obtained from 
the independent medical referee at the expense of the pros- 
pective employers. It was pointed out in the Committee 
that, theoretically, the cost should be borne by the person 
applying for the job. Only if the man was already em- 
ployed and the employer wanted a certificate in connexion 
with superannuation or some other matter should the cost 
of the certificate properly fall on the employer. 

It was decided to ask the General Medical Services Com- 
mittee for its interpretation of the precise meaning of the 
resolution. 

A similar matter arose on a report from the Consultants 
and General Practitioners Liaison Committee, which stated 
inter alia that members of hospital medical staffs are not 
entitled to charge fees for examining and reporting upon 
prospective employees referred to them at hospital by 
general practitioners. 

It was decided that this was not a question for the Occu- 
pational Health Committee, but one for the consultants, if 
they thought it desirable, to take up with the appropriate 
authorities. It was the general view of the Committee after 
discussion that no improvement in the position could be 
achieved without a new regulation. 


Advisory Councils on Occupational Health 


Attention was drawn to a‘letter from the Burton and 
District Advisory Council on Occupational Health which 
stated that nine councils would support the convening of a 
joint conference of advisory councils, and it was desired 
that such a conference should be sponsored by the British 
Medical Association. The holding of a conference had 
been considered by the Occupational Health Committee and 
the Council in 1951 and again in 1952, but had been with- 
drawn owing to financial considerations. The CHAIRMAN 
said that unless something was done the movement might 
collapse. It was agreed to recommend to the Council that 
such a conference, sponsored by the British Medical Asso- 
ciation, should take place in the early part of next year. 


Future of Occupational Health Services 


The Committee then entered upon a long consideration 
of the already debated document—the memorandum on 
the future of occupational health services—on which some 
differences had arisen between the Committee and in parti- 
cular the Public Health Committee. The comments of the 
latter and of other committees of the Association were 
brought forward. The CHAIRMAN said that he did not pro- 
pose to allow discussion on the question of continued treat- 
ment at the factory. - They were bound by the resolution 
of the Annual Representative Meeting : “ That the Repre- 
sentative Body cannot agree that industrial medical officers 
should be permitted to undertake continued treatment of 
workpeople, and instructs the Council not to depart from 
the rules at present in operation.” 
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If continued treatment went on in the factory it must do 
so only in consultation with the general practitioner. 

In further discussion it was suggested that in any working 
population at least 10% were unaware of the name of their 
general practitioner; one member said that at one, large 
works known to him he would be surprised if 80% of-the 
workpeople had their cards in order. The CHAIRMAN, how- 
ever, maintained that as 97% of the people of the country 
were registered with a doctor it was inconceivable that more 
than a small proportion did not know who their family 
doctor was. 

Eventually it was agreed that the relevant passage in the 
memorandum describing the functions of an occupational 
health service should read: “treatment for minor con- 
ditions, in agreement with the general practitioner, in order 
that the worker may be enabled to continue at work.” 
There were two dissentients. 


Development of the Service 


On the question of the development of the service, the 
general feeling of the Committee—each member being asked 
individually for his opinion—was that this should be encour- 
aged independently of the National Health Service, but co- 
ordinated with it. One member pointed out that industry 
comprised so many varying factors, including the varying 
size and character of firms, that it would be very difficult 
to get a service going on what might be called a political 
basis. 

The CHAIRMAN said that there had been active discussions 
in which some had expressed themselves in favour of 
development in conjunction with the National Health Ser- 
vice, but the general opinion was in favour of independent 
development, because it was feared that if occupational 
health became part of the larger service it would be a very 
minor part. 

After some further discussion and consideration of amend- 
ments the revised document was generally agreed and will 
be submitted to Council. 

It was agreed to set up a committee to consider the 
evidence to be given on behalf of the Association to the 
Departmental Committee which has recently been appointed 
by the Minister of National Insurance to review the pro- 
visions of the Industrial Injuries Act under which benefit is 
paid for diseases and for personal injuries not caused by 
accident. 








SCOTTISH COMMITTEE JUBILEE 


To celebrate the fiftieth anniversary of the founding of the 
Scottish Committee at Swansea in 1903 the Scottish Com- 
mittee held a dinner at B.M.A. Scottish House, Edinburgh, 
on October 9. Advantage was taken of the occasion to 
entertain a number of prominent representatives of public 
life in Scotland, the guest of honour being the Secretary of 
State for Scotland, the Rt. Hon. James Stuart. The Com- 
mittee was also glad to have the opportunity to do honour 
to the President of the Association, Mr. Tudor Thomas, 
and the Secretary, Dr. A. Macrae, whom they had not previ- 
ously had a chance of welcoming since his appointment tc 
the office. Other medical guests included Sir David Camp- 
bell, president of the General Medical Council, Dr. Mary 
Esslemont, president of the Medical Women’s Federation, 
Dr. E. A. Gregg, Chairman of Council, and Dr. S. Wand, 
Chairman of the Representative Body. 

The Very Rev. Dr. Charles L. Warr, Dean of the Thistle 
and Chapel Royal, proposed the toast of “The British 
Medical Association.” The National Health Service, he 
said, would demand much of doctors in the coming years. 
It would require vision and patience and adaptability. He 
thought it must be accepted that the Health Service was an 
inevitable concept of modern society, and it was here to 
stay. It was up to everyone to make it the best health 
service in the world, staffed by the best general practi- 
tioners, consultants, and specialists. Dr. E. A. Gregg, 
Chairman of Council, replied to the toast and said it was 
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the Association’s determined intention to see that the 
quality of the Health Service was of the highest. 

The health of “ The Guests” was proposed by Dr. J. B. 
Miller, Vice-President of the Association and an ex- 
chairman of the Committee. Mr. James Stuart replied 
on behalf of the lay guests and Dr. Macrae on behalf of 
the doctors. Mr. Stuart was one of several speakers who 
referred to the good relations existing between the Depart- 
ment of Health for Scotland and the Scottish Committee. 
He thanked the B.M.A. for these friendly and helpful rela- 
tions, and he trusted they would continue. He assured the 
medical profession that he would do everything to main- 
tain and foster these friendly relations. 

Dr. S. Wand, Chairman of the Representative Body, pro- 
posed the health of “The Scottish Committee,” and 
Dr. J. G. M. Hamilton, chairman of the Committee, 
replied. He said that the premises of Scottish House were 
now stretched to the limit, but plans for reconstruction had 
been made. They had been postponed, but the Scottish 
Committee hoped it would not be necessary to carry the 
postponement much further. 








PARTNERSHIP CHANGES AND 
INCOME TAX 


A CHANGED OPTION 


Since income tax on profits is payable for one year on the 
basis of the amount of the profits of the previous year, a rule 
is needed on the liability for the year in which the person 
ceases to be entitled to the income—for example, when a 
business or practice changes hands. The normal rule is that 
the assessment for the last financial year—or part of that 
year—is made on the amount of the profits of that period, 
and that the assessment for the penultimate financial year 
can also, at the option of the Revenue, be adjusted to the 
amount of the profits of that year. There is a special rule 
applicable to the case where the change in proprietorship is 
not a simple transfer of the business or practice from A to 
B, but results from a change of personnel by the addition 
or withdrawal of a partner. As many medical practices are 
carried on in partnership, this rule is of some importance 
to doctors, and a change effected by Section 19 of the 
Finance Act of this year is explained here. 

The special feature is that, in the case of a change in 
proprietorship arising from the entry or departure of a 
partner, the income Tax Acts give an option to the group 
concerned: the choice is whether the practice is to be 
regarded (a) as having ceased and been recommenced at the 
date of change, or (b) as a continuing practice. This option 
still applies, but, whereas up to the present year non- 
exercise of the option resulted in the practice being treated 
as continuing, the reverse now applies. Thus, unless the 
option is exercised, the practice will now be regarded as 
having ceased and been recommenced. The choice may 
affect materially the amount of tax payable for two or three 
consecutive years, and there might be a conflict of interest 
between the individuals concerned. It may help to make 
the matter clear if one or two types of case are explained 
in some detail. 

Two Cases 


The simplest case is perhaps that of a sole proprietor of 
a practice who takes his assistant into partnership. Then 
the assistant’s remuneration—including his car allowance 
if any—prior to his entry into partnership will have been 
treated as an expense of the practice, and the assessment 
for the following year will, to a greater or less extent 
according to the relevant dates, be based on the earnings of 
one practitioner only, though it will cover the liability of 
both practitioners. 
cedure is preferable, and failure to exercise the option will 
now affect adversely both partners. 

Again, if the profits of the practice are rising, it will be 
to the advantage of all concerned to adhere to the previous 
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In such a case the continuing pro-~ 


year’s basis of assessment and therefore to exercise the 
option for the continuing basis. If, on the other hand, the 
profits have been falling in the recent past but may be 
expected to rise in the near future, there may well be a 
conflict of interest. An outgoing partner would gain by 
the cessation alternative—involving ex hypothesi a reduc- 
tion of his liability for the final year—whereas the new firm’s 
choice might be for the continuing basis. The option must 
be a unanimous one exercised by all the individuals con- 
cerned, outgoing as well as incoming partners, and such 
cases will obviously have to be dealt with by mutual arrange- 
ment between them. 

The option, when exercised, is to be given by notice 
signed by all the persons concerned and sent to the 
inspector of taxes at any time within 12 months after the 
date of the change in proprietorship. 








FAR TOO MANY REGULATIONS 


SENSIBLE USE OF N.HS. 


Far too many regulations govern the work of the executive 
councils, said Mr. Macleod, Minister of Health, last week. 
He was speaking at the annual meeting of the Executive 
Councils Association (England), and added, “I hope we 
may one day reach a state when the Department issues 
general guidance that executive councils interpret and adapt 
to local conditions in the light of common sense.” 

The cost of prescribing at £46,300,000 a year, he con- 
tinued, was prejudicing many other most urgent develop- 
ments in the National Health Service. Executive councils 
might explain to the public the importance of using the 
Health Service sensibly and point out that patients must 
not expect doctors to prescribe for them whatever they 
thought they ought to have. In particular, household 
remedies for self-medication were things patients were 
expected to buy for themselves. 


Growing Co-operation 


Special reports from local health authorities had shown 
growing co-operation between general practitioners and 
these authorities. The build-up of clinical teams which 
would give the general practitioner the same kind of 
ancillary help as was available to doctors in hospitals 
necessarily took time, but he thought it was developing 
satisfactorily. In evidence he gave a number of examples: 


At York three general practitioners asked for midwives to be 
allocated to attend antenatal clinics run for their own patients in 
their own surgeries, and this has been arranged. 

At Wolverhampton a co-ordinated scheme of antenatal care 
based on a somewhat similar procedure had been agreed between 
the local health authority and the local general practitioners. 

At Gloucester a special nursing service had been provided 
to relieve general practitioners of night visiting in order, for 
example, to give subcutaneous injections. 

In Staffordshire a scheme was now in operation aheate the 
general practitioner referred any chronic-sick case which he con- 
sidered could not be nursed at home to the area medical officer, 
who then (tried to arrange for the patient to stay at home through 
the provision of home nurses and home helps. This had resulted 
in many patients being nursed at home who would otherwise be 
removed to hospital. 

The Minister said he would like to see social workers 
as members of the general practitioner’s clinical team— 
particularly valuable in helping him to care for unmarried 
mothers, handicapped persons, and old people. 





TRADE UNION MEMBERSHIP 


The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization : 

Metropolitan Borough Councils.—Fulham, Southwark. 

Non-County Borough Councils.—Crewe. 

Urban District Councils——Houghton-le-Spring. 
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CHEMICALS THAT CAN BE PRESCRIBED 


The Minister of Health has decided that the following diag- 
nostic reagents are chemicals that may be prescribed by 
general practitioners: Dick test, protein sensitization test 
solutions, Schick test, tuberculin tests (Koch test, Mantoux 
test, patch test, diagnostic jelly). 

.The chemical reagents that may already be previded are 
the following: Benedict’s solution (qualitative), diagnostic 
solution (tablets of copper), Fehling’s solution, Gerhardt’s 
reagent, indicators required for measurement of pH of urine, 
litmus papers, Rothera’s reagent, and strong solution of 
ammonia. 





Notes and News 








Exchange of Hospitality.—A Swiss dentist would like his 
daughter, aged 19, to live with an English family for a time 
in order to learn the language, and in return offers hospi- 
tality to an English girl in his home at Vevey. Would 
anyone interested please communicate with Dr. H. A. 
Sandiford, International Medical Visitors’ Bureau, B.M.A. 
House, Tavistock Square, London, W.C.1 ? 


Hospitality Wanted.—A French doctor’s daughter, aged 
20, would like to live au pair with a doctor’s family in this 
country for a year, and in return for hospitality would teach 
Italian, or Italian and French, but not French alone, as she 
wishes to keep up her knowledge of Italian as well as per- 
fecting her English. Would anyone interested please write 
to Dr. H. A. Sandiford, International Medical Visitors’ 
Bureau, B.M.A. House, Tavistock Square, London, W.C.1 ? 





Correspondence 








Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Senior Registrar Problem 

Sir,—May I be allowed to correct an error which appears 
in your report of the meeting (October 1) of the Central 
Consultants and Specialists Committee (Supplement, Octo- 
ber 10, p. 163)? During the discussion on the senior regis- 
trar problem I pointed out that the recent establishment of 
“transitional” senior registrar posts has given a breathing 
space of two years, during which a final solution to the 
problem must be found. As we have stressed in the past, 
this can only be achieved satisfactorily by expansion of the 
consultant establishment so that those senior registrars who 
are doing consultant work can be replaced by consultants. 
If steps in this direction are not taken within the near future 
there will be yet another crisis in eighteen months’ time. At 
the same time I expressed the view that the agreed senior 
registrar establishment of 960 does not appear to be closely 
related to future consultant vacancies, particularly in certain 
specialties, and needs to be reviewed. Serology, as men- 
tioned in your columns, was not among the specialties ] 
quoted ; but in such branches as cardiology, neurology, and 
others there appear to be far too many registrars in training, 
very few of whom can hope to succeed to the very limited 
consultant vacancies which seem likely to occur in these 
subjects. 

Now is no time for complacency. The Ministry’s recent 
action has averted a serious crisis, but further steps must 
be taken soon if the problem is finally to be solved.—I 
am, etc., 


JoHN N. WALTON, 
Late Chairman, Registrars’ Group, B.M.A. 
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The General Practitioner and the Hospital Service 


Sirn,—The articles in your issue of September 26, on 
general practitioners and the hospital services, by Sir 
Heneage Ogilvie (p. 707) and Dr. J. G. M. Hamilton (p. 711), 
and your editorial comments thereon (p. 719), gave great 
satisfaction here. The fact that three-quarters of the practi- 
tioners in the country are obliged to do their work without 
any hospital beds under their care is an anachronism that 
must be remedied if we are to have a first-class service in the 
future. The point is well made by both contributors that 
further beds in a large hospital present almost insuperable 
administrative difficulties, and the alternative method of set- 
ting up a large number of smail local or “ neighbourhood ” 
hospitals, staffed by the local doctors, with visiting con- 
sultants, would seem the ideal and indeed the only solution. 

how satisfactory that arrangement is can be testified to by 
all those—alas, only a minority of our profession—who have 
had the happiness to work in such an institution. The ability 
to discuss a difficult medical case at the bedside with the con- 
sultant, and personally to carry out the treatment he recom- 
mends ; to assist at operations, and see for oneself the con- 
dition found ; to treat some of one’s patients as one did as a 
house-officer, with a consultant’s guidance; to have x-ray 
and laboratory facilities, skilled nursing, and all the resources 
of a modern hospital at one’s command—these are an in- 
estimable refreshment, and cannot but result in an enhanced 
interest and efficiency in one’s work. Such an arrangement 
furnishes a happier professional life for the doctor, and con- 
sequently a better standard of service to the patients he 
attends in his practice outside. 

These things we in this district lost three years ago, but 
hope soon to have them back by means of a new loczl hos- 
pital set up by voluntary effort. What encourages us greatly 
now is the belief, borne out by your contributors and your 
leading article, that the importance of the small local practi- 
tioner hospital is really becoming recognized, and, instead of 
being gradually, by one pretext or another, shut down or 
converted to other use, as was their probable fate a very 
short time ago, it now seems possible that existing ones may 
be cherished and new ones set up as part of a healthier 
Health Service everywhere.—I am, etc., 

F. B. LAKE, 


Chairman, Kingston and Malden Victoria 
Medical Foundation. 


Kingston-on-Thames. 


Sir,—As one of those concerned in the fight three years 
ago to retain the Kingston Victoria as a general-practitioner 
hospital, I read your issue of September 26 with consider- 
able interest. : 

It seemed to us at that time that the general-practitioner 
hospital, with consultant staff in regular attendance, was the 
only practical way in which to avoid that divergence of the 
great branches of our profession which is now causing so 
much concern, and to prevent each branch from working 
in splendid isolation to the detriment of our patients and 
ourselves. 

I was therefore very encouraged to find our views upheld 
by two eminent writers—Sir Heneage Ogilvie (p. 707) and 
Dr. J. G. M. Hamilton (p. 711), who advocate the setting 
up of hospitals throughout the country of a type similar to 
the Kingston Victoria. There, local patients were attended 
throughout by their own doctors in close association with 
the consultant staff. This was very greatly appreciated by 
the patients and was a source of considerable pride in the 
neighbourhood. 

The passing of this hospital was bitterly regretted, and 
energetic endeavours are being made to replace jit by a new 
voluntary hospital on the same lines. Much as we wish 
these endeavours to succeed, however, we should find even 
greater satisfaction if professional and public interest in this 
very important matter could persuade the powers that be to 
reverse their policy by making general-practitioner hospitals 
an essential part of the hospital service of the country.—l 
am, etc., 


South Croydon, Surrey. B. J. SKENTELBERY. 
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The Care of the Tuberculous 


Sir,—I am writing to congratulate the General Practice 
Review Committee on its report (Supplement, September 26, 
p. 131) in so far as the section on “ The Care of Tuber- 
culosis ”’ is concerned. 

Most chest physicians will agree that they do far too little 
domiciliary visiting, though they have a fair knowledge at 
second hand of the domestic problems confronting their 
patients. In the majority of cases, this is not due to a lack 
of sympathy with this aspect of their work, nor to the com- 
peting attraction of the purely clinical side. The cause is 
indeed not hard to find : simply lack of time. Many of us 
are in contract to give a fraction of our time (usually three- 
elevenths) to the local authority for work in connexion with 
prevention and aftercare. The management of tuberculosis 
cannot of course be split into neat administrative compart- 
ments, but it seems clear that this portion of our time is 
not enough. The solution would appear to be more medical 
staff, but the need for an increase in domiciliary work may 
not be regarded by regional hospital boards as a strong 
argument for more adequate staffing. 

One cannot conclude without a tribute to the general 
practitioners. If it were not for their sympathetic under- 
standing of our difficulties, the domiciliary treatment of 
tuberculosis would have ended long ago in utter failure.— 
I am, etc., 


Wrexham. E. CLIFFORD-JONES. 


General Practice 


Sir.—l wish to comment on some points made by Dr. 
Stephen J. Hadfield in “‘ A Field Survey of General Practice, 
1951-2 * (Journal, September 26, p. 683), from the viewpoint 
of the junior hospital doctor. 

Some practitioners complained that hospitals are encroach- 
ing on general practice by seeing patients without a doctor’s 
letter. In many hospitals the lay clerks, whom the patients 
first encounter, are instructed not to refuse any patient 
asking to see a doctor for fear of turning away a serious 
case. The patients are sent to the casualty department. 
Here, when asked why they have not been to their own 
doctor, their answers—in approximate order of frequency— 
are: ‘“ The doctor is not at home”; “ There is no surgery 
until this evening and I didn’t think I ought to wait”; 
“It’s my doctor’s half-day off”; “If I saw my doctor, 
he’d only send me here anyway ”; “I’ve been here before ” 
(often years ago for another complaint); “‘ My doctor is on 
holiday ” ; “ I’m not satisfied with my own doctor’s advice ” ; 
“T haven’t got a doctor.” 

In some districts in North London it is recognized that 
Thursday evening is the most hectic in casualty because so 
many doctors have Thursday as their half-day. Once a 
patient has been documented, has perhaps queued, and has 
eventually ensconced himself in casualty, it is kinder, quicker, 
and more pleasant to treat him rather than turn him away. 

The reasons for retaining the attendance of patients longer 
than the general practitioner thinks necessary are a desire 
to finish a job one has started and to see its results, and a 
fear of patients complaining of incomplete and inadequate 
treatment if there is a relapse or complication. Some treat- 
ments are more easily performed by hospital doctors— 
materials are ordered, and instruments sterilized, prepared, 
and cleaned for us, whereas the general practitioner has to 
spend time doing all this himself—I am, etc., 


Beckennam, Kent. D. GOLDMAN. 


The Cost of Drugs 


Sir,—I have been grossly disappointed in the booklet 
“Costs of National Formulary and Proprietary Prepara- 
tions.” If we follow its guidance we will reduce the costs 
to the N.H.S. for drugs, but in a manner which the profes- 
sion can hardly approve. 

The booklet shows a large number of proprietaries which 
cost the Service less than do the official equivalents, and 


Opinion, to advertise it. 


E.C.N.129 says that in these cases the proprietary “ should 
be prescribed.” The booklet fails to remind us that the 
dispensing fee for proprietaries is less than is the dispensing 
fee for non-proprietaries (vide Drug Tariff, Part II, paras. 1 
and 2, pp. 9 and 10). I am assured by pharmacists that, in 
every case where the list shows the cost of a proprietary 
to the Service as being less than the cost of the official 
equivalent, in fact the cost to the pharmacist at current 
market prices is more. The saving shown in the booklet 
arises only because a lower dispensing fee is paid. The 
list encourages us to use the products of the manufacturer 
of the more expensive form, and saves by paying the dispen- 
sing chemist a lower fee. Why, taking 24 tablets from a 
500 bottle of “benerva” tablets, boxing, labelling, and 
wrapping them, should be worth only eight-pennyworth of 
the chemist’s time, while doing the same thing from a 
bottle of tab. aneurin. hydrochlor. B.P. should be worth a 
shilling, is not clear to me. 

If dispensing fees are too high the Ministry should open 
negotiations with the pharmacists with a view to reducing 
them. We are being asked to save costs by enabling it to 
pay a lower dispensing fee, even though it means prescribing 
a more expensive drug. It would be more honest and more 
effective, if the chemist is overpaid, to pay the lower dispen- 
sing fee for all drugs. We could then use a cheaper form 
in all cases, and effect an even greater saving. 

E.C.N.129 tells us that in 47 instances we should prescribe 
a proprietary in preference to the standard preparation. 
This is tantamount to saying that we should not prescribe 
these standard preparations. Yet 29 of them bear in the 
Drug Tariff the double asterisk which signifies that the 
chemist “as far as is practicable shall stock them.” One 
wonders who is to pay for this dead stock—the retail 
pharmacist again ? 

The idea of a list comparing the cost of proprietary and 
non-proprietary drugs is an excellent one, but it would 
seem that its preparation calls for more thoughtful co- 
operation between the concerned parties than the present 
booklet suggests. The illogical differential dispensing fee 
appears only to introduce confusion. It leads to a position 
in which savings aré effected only by discouraging the manu- 
facture of certain moderately priced standard preparations 
and reducing the pharmacist’s dispensing fee in a covert, 
and therefore unpleasant, manner.—I am, etc., 


West Bromwich. D. SAKLATVALA. 


Proprietary Medicines 

Sir,—I have recently received from the Ministry of 
Health, along with all general practitioners, a list of pro- 
prietary preparations which the committee set up to consider 
them states “ have not been proved of therapeutic value.” 

While there may be a few preparations on this list over 
which some doubt may reasonably be expressed, the 
majority are ones which most of us practitioners have long 
considered, and in many cases proved to our own satisfac- 
tion by trial, to be nothing more than money-making adven- 
tures on the part of the firms responsible for them. When 
we have prescribed them for our patients it has only been 
when, by pressure, our line of least resistance has given 
way. With each prescription has sunk lower, in our own 
estimation, our status as physicians. 

I continue to receive advertisements of these useless pre- 
parations ; in fact my advertisement mail has increased since 
the publication of the committee’s report. Until the adver- 
tising of this rubbish to the profession is stopped, waste of 
money on its purchase will continue, be it out of the 
patients’ own pockets or the national purse. 

My own method of dealing with the advertisers is to 
write to the firms as follows : 

With reference to advertisement for received to-day, I 
notice that the Ministry of Health list this preparation as one 
which has not been proved of therapeutic value. 

I am surprised that you continue, in the face of reliable medical 
It causes one to lose faith in any 
preparation that you now or in future may advertise. Until you 
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cease the production and advertisement of 
the use of your other preparations. 

1 am of the opinion that, by adopting this course, we 
could quickly stamp out the racket in many proprietary 
drugs, to the good of the general public and the betterment 
of the status of the general practitioner.—I am, etc., 
RAYMOND M. PEARCE. 


Private Practice 


Sirn,—Time after time I have had applications from 
patients for acceptance on my N.HLS. list who freely state 
that they would prefer to be treated as private patients, but 
who imagine that by accepting private treatment they would 
automatically be debarred from the numerous hospital and 
other forms of medical treatment otherwise available to 
them. 

This misconception is not only widespread, but general. 
So far as I am aware, neither the B.M.A. nor the Ministry 
of Health has taken any effective step to impress upon 
the public the fact that everyone, whether on a doctor’s list 
or not, is entitled to all hospital and other medical services. 
This culpable policy of silence on such a vital matter is one 
of the direct causes of the lamentable state of private prac- 
tice to-day, and is robbing general practitioners of an impor- 
tant potential source of income.—I am, etc., 

London, S.W.3. Victor CONSTAD. 


I shall avoid 





Manchester. 


Sources of Income 


Sir,—In company with other doctors whose list of N.H.S. 
patients is under 1,200, I have received a questionary as to 
other sources of earned income. I would make three com- 
ments : 

(1) Why are we asked about “remunerative work of a 
non-medical character’? Surely the use of leisure is our 
private concern. 

(2) Why are not also those with lists of over 1,200 ques- 
tioned as to the industrial appointments, medical boards, 
insurance examinations, etc., they are able to undertake in 
addition to the extra hours spent in general practice ? 

(3) Those who can state correctly how many hours per 
week were spent in various types of work during the year 
ending last March must have a phenomenal memory.—I 
am, etc., 


Clifton, Bristol. H. K. V. SOLTAU. 





Association Notices 





PRIZE ESSAY COMPETITION FOR MEDICAL 
STUDENTS, 1954 


The Council of the British Medical Association is pre- 
pared to consider the award, in 1954, of prizes to medical 
students for essays submitted in open competition. The sub- 
ject of the essay will be: “Is the Medical Curriculum too 


Heavily Loaded ?” 

The purpose of this competition is to promote systematic ob- 
servation among medical students. In awarding the prizes due 
regard will be given to evidence of personal observation. No 
study or essay that has previously appeared in the medical press 

“or elsewhere will be considered eligible for a prize. Previous 
prizewinners are eligible for a second award of a prize. 

Any medical student who is a registered member of a medical 
school in the United Kingdom or the Colonial Empire at the time 
of submission of the essay is eligible to compete for a prize. If 
any question arises in reference to the eligibility of a candidate 
or the admissibility of his or her essay, the decision of the 
Council of the British Medical Association will be final. - Should 
the Council decide that no essay entered is of sufficient merit, no 
award will be made. In determining the number and amount of 
prizes to be awarded, the Council will take into consideration the 
number and standard of essays received. 

It is suggested that essays should consist of from 2,000 to 
5,000 words. Essays must be typewritten or legibly written in 


the English language on foolscap paper, on one side only, must 
be unsigned, and must be accompanied by a note of the name 
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and the medical school of the enirant. Notice of entry for this 
competition is necessary and a form of application can be 
obtained from the undersigned. 

Essays must be forwarded so as to reach the Secretary of the 
British Medical Association not later than December 31, 1953. 
Inquiries relative to the Competition should be addressed to the 
Secretary, British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.1. 

A. MACRAE, 
Secretary. 


Diary of Central Meetings 
OcTOBER 


19 Mon Armed Forces Committee, 2 p.m. 

20 Tues Guillebaud Evidence Subcommittee, G.M.S. Com- 
mittee, 11 a.m. 

20 Tues. G.M.S. Subcommittee to Consider Maternity 
Medical Services, 2 p.m. : 

20 Tues Industrial Injuries Evidence Subcommittee, Occu- 
pational Health Committee, 2 p.m. 

22 Thurs. Full-time Non-professorial Medical Teachers and 
Research Workers Group Committee, 2 p.m. 

22 Thurs. International Relations Committee, 2 p.m. 

23 «S*#Fri. Library Subcommittee, Science Committee, 
11.30 a.m. (postponed from September 25). 

23 «SO#FFrii.. Science Committee, 2 p.m. (postponed from 


September 25). 
G.M.S. Subcommittee on Service Committee and 


23 “Fri. 
Tribunal Regulations, 2 p.m. 

27 Tues Executive Subcommittee, Joint Formulary Com- 
mittee (at Pharmaceutical Poy. 17, Blooms- 
bury Square, London, W.C.), 2 

28 Wed. — and Rae EA Committee, 

28 Wed. Welsh Committee (at Raven Hotel, Shrewsbury), 
2.15 p.m. 

29 Thurs. Anaesthetists Group Committee, 2 p.m. 


Branch and Division Meetings to be Held 


BIRMINGHAM Division.—At 154, Great Charles Street, Birm- 
ingham, Tuesday, October 20, 8.30 p.m., film evening : (1) ** Some 
Aspects of’ Accessible Cancers—Cervix and Uterus ”; (2) “ The 
Nose Has It ’’; (3) “‘ Senile Obliterative Arteritis of the Legs.” 

CHELSEA AND FULHAM Division.—At Fulham Town Hall, S.W.., 
Friday, October 23, 9 p.m., general meeting. 

Coventry Division.—At St. Anne’s Church, Acacia Avenue, 
Coventry, Sunday, October 18, 6.30 p.m., annual church service. 

East NorFotk AND Norwicu Divisions.—At St. Peter Man- 
croft, Sunday, October 18, 3 p.m., annual service for doctors, 
nurses, and members of the allied professions. Address by Dr. 
George H. Day. 

GRIMSBY Treseens .—At Field House, Grimsby, Thursday, 
October 22, 6.30 p.m., annual meeting; election of officers, etc. 
Followed by dinner, ‘tat which the principal guest will be Sir 
Ernest Finch. 

Hype Division.—At Pack Horse Inn, Mottram, Wednesday, 
October 21, §.45 p.m., meeting. Colour film: “ Infections of the 
Hand.”’ Discussion to be opened by Mr. R. T. Grime. 

IsteE oF WiGuT Division.—At St. Mary’s Hospital, Newport, 
Sunday, October 18, 3 p.m., meeting. Lecture by Dr. Ernest 
ern “‘ Differential Diagnosis of Anxiety and Depressive 

tates.” 

KENSINGTON AND HAMMERSMITH Division.—At Hammersmith 
Hospital, Ducane Road, W., Wednesday, October 21, 2 p.m., 
ward visits for general practitioners. 

LewisHaM Division.—At Lewisham General Hospital, High 
Street, S.E., Friday, October 16, 8.30 p.m., extra meeting of 
Division. 

NortH BEDFORDSHIRE Division.—At Bedford General Hospital, 
Wednesday, October 21, 8.30 p.m., joint clinical meeting with 
Bedford Medical Society. 

NortH Mipp.Lesex Division.—At North Middlesex Hospital, 
Silver Street, Edmonton, N., Tuesday, October 20, 2.30 p.m., 
Practitioners’ Round ; 8.30 p.m., meeting, programme arranged by 
Mr. J. H. Dobree. 

NUNEATON AND TAMWORTH Driviston.—At Chadwick Manor 
Hotel, Knowle, Saturday, October 24, 8.15 p.m., annual dinner 
and dance. 

O_pHAM Division.—At Oldham Hotel, Rhodes Bank, Oldham, 
Monday, October 19, p.m., meeting. Dr. Oscar Janus: 
“ Arthritis in General Practice.” 

STRATFORD Division.—At Queen Mary’s Hospital, Stratford, 
E., Tuesday, October 20, 9 p.m., annual general meeting. 

SwInDoN Division.—At Goddard Arms Hotel, Swindon, Fri- 
day, October 16, 9 p.m., annual general meeting. Election of 
officers, etc., and consideration of revised ethical rules. 

West DENBIGH AND FLINT Division.—At Sanatorium, Llan- 
gwyfan, near Denbigh, Friday, October 23, 3 p.m.. clinical meet- 
ing. Symposium: “ The Necessity, for Regarding Tuberculosis as 
a General Disease Therapeutically.” 
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A VISIT TO NEW ZEALAND 


BY 


IAN D. GRANT, M.B., Ch.B. 
Deputy Chairman, Representative Body 


The Editor has asked me to give my impressions of a very 
short stay in New Zealand, during which I had the good 
fortune to meet many colleagues, some engaged solely in 
general practice and others in specialist and general prac- 
tice combined. The generous and spontaneous hospitality 
of the New Zealand Branch and the innumerable kind- 
nesses of individual doctors to the stranger within their 
midst made my visit a memorable one, of which I shall 
always have the happiest recollections. 

These impressions are gleaned from conversations both 
with the doctors and with lay members of the community, 
and are not to be regarded as authoritative pronouncements. 
They may, however, be of some value to a doctor who is 
considering emigrating to New Zealand and also to those 
who desire to compare conditions of practice in the two 
countries. As in this country, the Health Service was intro- 
duced by a Labour Government, but in New Zealand the 
doctors, by their unity and solidarity, were able to mould 
the Service in such a way that the old doctor-patient relation- 
ship was unchanged and the State contribution was in the 
nature of a generous grant-in-aid rather than a rigid contract 
with legal penalties for breach of service. The population 
of New Zealand accept as reasonable that they should, as 
individuals, pay a small part of the doctor’s fee; and the 
doctor, in the happy position of being under no legal con- 
tract to give service, is bound, as in pre-Service days, only 
by the moral obligations of the Hippocratic Oath. 

In New Zealand the doctor occupies an honourable and 
influential position in the life of the community. He is in 
the upper-income group, and a successful practitioner can 
generally earn a gross income of from £3,000 to £5,000 
per annum. In the cities, he conducts his practice from 
an office almost invariably staffed by a nurse and a 
secretary. Patients are seen by appointment, and there are 
no queues crowding out the waiting-room. All clerical work 
is done by the secretary. Much of the burden of practice 
administration is thus removed from the shoulders of the 
doctor’s wife, who is enabled to live the normal life of a 
lady of good social position. Domestic help is very difficult 
to obtain, and the lady of the house requires to undertake 
all the household activities, helped, however, by numerous 
electrical devices and aids. 

Partnerships seem less common than here, but for week- 
ends the rota system is widespread and appears to function 
very satisfactorily. An intimation may be inserted in the Press 


informing the public which doctors are on duty, or, alterna- 
tively, patients are instructed to send calls to a central office, 
which is responsible for contacting the doctor on duty. This 
scheme ensures adequate leisure for the practitioners, and 
the good will and co-operation of the members of the group 


ensure that no attempt is made by the deputizing doctor 


to attract to himself any patient he has seen on behalf of a 
colleague. 
Payment of Doctors 

There is no capitation system or salaried service in New 
Zealand except in a few very isolated areas where some 
form of salary is the only possible method of remuneration. 

The schedule system or a combined schedule and “tip ” 
system is used by about 60% of the doctors. Under this 
method the doctor enters the name, address, and date of 
consultation on a special form, which he signs and forwards 
to the Health Department. He receives a payment of 7s. 6d. 
for each day visit or consultation and 12s. 6d. for each 
night or week-end visit. In addition to this standard rate 
he may, if he wishes, request an additional payment in cash 
from the patient—the so-called “tip” system.. The refund 
system is used by about 40% of the doctors. The doctor 
sends his bill to the patient, charging whatever fee he deems 
suitable. On his bill he gives the dates on which his services 
were rendered. The patient pays the bill and forwards the 
receipted account to the Health Department, from which 
he receives the appropriate refund of 7s. 6d. or 12s. 6d. for 
each attendance. The doctors rightly claim that this main- 
tains practice as a purely personal contract between doctor 
and patient, that it follows the best traditions of private 
practice, and that it keeps the doctor completely free from 
any State control. The doctors also claim that this is the 
best method of preventing exploitation of the Service, either 
by patient or by doctor, as the patient has always to pay 
some small part of the bill as an individual obligation, and 
if he considers he has been overcharged or over-visited he 
can change his doctor. The disadvantage of this system 
is that the patient cannot obtain his refund until he produces 
a receipted account, and consequently in working-class areas 
the schedule system is more generally favoured, whilst in 
the upper-income groups the refund system is more common. 
A doctor must elect to use one or other system. 

It has been suggested that these fee-for-service systems 
may lead to exploitation by unscrupulous doctors, and it is 
interesting to note that the average number of services given 
per patient in New Zealand is two per annum, whilst under 
our capitation system it is approximately six per annum. 


‘ In New Zealand the profession firmly and steadfastly refused 


a capitation system, as, in their view, unlimited and un- 
restricted services could not and should not be given for a 
limited payment. Recently a Disciplinary Committee, en- 
tirely medical and nominated by the B.M.A., has been insti- 
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tuted with powers to investigate the number of attendances 
claimed and to disallow a proportion of services if the 
daily quota is unduly high. It is considered that 40 services 
constitutes a good day's work and that when the total reaches 
60 and 70 the high standard of medicine which is expected 
in New Zealand cannot be fulfilled and that any doctor 
who claims these figures is not rendering satisfactory service 
to his patient. 


Hospitals, General Practitioners, and Specialists 


There are both private and public hospitals in New 
Zealand, but the tendency is towards a decrease in the 
number of private hospitals owing to steadily rising costs. 
General practitioners may use private hospitals under the 
same conditions as do specialists. They may operate upon 
their patients in these institutions and charge fees. The 
Government recognizes the value of the private hospital 
and grants to the patient a daily subsidy of 12s. towards 
maintenance costs and 7s. 6d. towards his doctor’s bill. In 
public hospitals no charge is payable by the patient. Public 
hospitals are almost entirely staffed by general practitioners 
who have specialist qualifications or whose special ability 
is recognized by the local medical committee. The Hos- 
pital Board makes the actual appointments, for which there 
is keen competition, and the appointments are reviewed 
every two years. Only members of the staff can treat 
patients or operate in public hospitals. The fact that all 
appointments to public hospitals come up for review every 
two years, and that reappointment is by no means auto- 
matic, ensures that a very high standard of hospital work 
is expected and realized. It also ensures that younger men 
of exceptional ability may expect and achieve early pro- 
motion. 

The chief is paid about £650 and the assistant £300 per 
annum. They retire at age 60, or earlier if they have served 
for 25 years as a chief. They receive no pension. The usual 
consultation fee is £2 2s. for the first visit and £1 1s. for 
subsequent visits. Towards this the Government pays 
7s. 6d., but an effort is being made to raise the Government 
grant-in-aid to 30s. for the first consultation and 15s. for 
subsequent consultations. 

Specialists accept patients without any introduction from 
general practitioners. True consultant practice as known in 
Britain has been attempted by one or two eminent prac- 
titioners, but none were able to make an adequate income 
therefrom. The public hospitals are excellently equipped 
and give a very high standard of service. It is consequently 
becoming more and more difficult for the private hospitals, 
even with their small State maintenance grant, to compete 
with them, and more and more middle-class and upper-class 
patients tend to use the public hospitals, with consequent 
curtailment of private specialist practice. Adequate 
remuneration of the specialist for his hospital work is per- 
haps the biggest problem confronting our New Zealand 
Branch at the present time. In New Zealand the specialists 
regard it as most desirable that there should be graded 
payments for hospital work. The chief who accepts full 
responsibility for the work of his unit should receive respon- 
sibility payment. Our system of secret merit awards does 
not appeal to them, but, in view of the much-increased 
demands on public hospitals, the provision of salaries com- 
mensurate with the work done is under careful considera- 


tion. 


Maternity Services 

Maternity work is almost invariably done in hospitals, 
and all general practitioners are eligible to undertake it. A 
fee of £6 6s. is paid by the State, subdivided into antenatal 
care £2 2s., confinement £3 3s., and post-natal care £1 Is. If 
complications arise additional fees are payable. If a specia- 
list is summoned and conducts the delivery he receives the 
£3 3s. fee, which is deducted from the general practitioner’s 
remuneration, and he may also charge the patient an addi- 
tional fee. The general practitioner cannot claim more than 
the statutory fee for his maternity work. 


Drugs and Prescribing Costs 


In New Zealand the drug bill is steadily increasing and 
causes considerable anxiety both to the Health Department 
and to the B.M.A. Exhortations by letter and circular 
stressing the need for economy are issued frequently, but 
have proved rather ineffective. The Disciplinary Committee 
has now been empowered to take action against the persis- 
tently extravagant prescriber. New and expensive proprie- 
taries—for example, antibiotics and endocrine compounds— 
cannot now be prescribed free of charge to the patient until 
a special committee agrees they are of proved value and 
have no B.P.-equivalent. Proprietaries for which there is 
an equivalent are paid for in part by the patient. When 
there is no B.P. equivalent the proprietary, if of proved 
value, is placed on the free list. The policy of the B.M.A. 
to reduce prescribing costs to a more reasonable level is: 
(1) part payment by-the patient for all medicines except such 
essential drugs as insulin and liver extract ; (2) an extended 
use of the National Formulary ; (3) increased payment by 
the patient for proprietary drugs for which there is a B.P. 
equivalent. ‘ 

Less than 20% of the doctors are extravagant in their 
prescribing methods. These new measures are already prov- 
ing helpful. The problem, however, requires constant ob- 
servation, since in New ZeaJand, as here, the people have 
become very drug-conscious and drug-demanding. 


Dental Services 


Free dental service is provided for children up to 16 or 
18 if still attending school. This service is given at the 
schools by dental technicians who are unqualified but have 
had two years’ special training. They do simple fillings 
and extractions, but further.necessary treatment is referred 
by them to the qualified dentist. This dilutee dental service 
works satisfactorily and without any friction between tech- 
nicians and dentist. 


Status of the Doctor 


There is no doubt that the doctors exercise a great 
measure of administrative control over the Health Service. 
Both political parties recognize that the health of the nation 
should be outside party politics and are anxious that the 
best possible service should be made available to the popula- 
tion. It is also accepted that the doctors are experts in health 
problems and that the advice they tender is, in the main, dis- 
interested and of real value. In the immediate post-war 
years the Service suffered from lack of man-power. In 
1945 there were 800 doctors in New Zealand. Now there 
are just over 2,200, and there is abundant evidence that 
the population now enjoy a first-class service and that the 
doctors give adequate time and care to each individual case. 
There are no lists and the patient is not tied to any doctor 
and may seek advice from whomsoever he wishes. To some 
extent this follows the American pattern and does not give 
the continuity of-treatment which we like to think is bound 
up in our conception of the family doctor. 

There is no pension for the doctor in New Zealand, and 
Social Security gives at age 60 superannuation of only 
£2 10s. a week. The doctors, however, are in the main con- 
tented with their Service. The status of the general prac- 
titioner is high. He has full access to hospital for all 
laboratory, x-ray, and physiotherapy services, and he under- 
takes most of his minor surgery and all except the more 
highly specialized forms of medical treatment. He is on 
complete equality with his specialist colleagues, almost all 
of whom are also engaged in general practice. The service 
in New Zealand is as closely akin to the best type of private 
practice as it is possible to obtain under a State scheme. 


‘The grant-in-aid works admirably. The doctor can still 


place his own value on his services; he still owns his 
practice and can buy and sell his practice. Consequently, 
freedom of movement from one area to another is still easily 
achieved. The profession seem to be singularly united, 
and when decisions are reached—it may be after long argu- 

















Oct. 24, 1953 


A VISIT TO NEW ZEALAND 


SUPPLEMENT To THE 
BRITISH MEDICAL JOURNAL 


175 





ments—the findings are loyally accepted by all. Member- 
ship of the Association is almost 100% for practising 
doctors. When critics complain that much has been omitted, 
let it not be forgotten that, likewise, much has been per- 
formed. 

Conclusion 


To the young man who asks, “ Should I emigrate to New 
- Zealand?” I would say, “ You will find a warm-hearted 
and friendly people. You will enjoy a pleasant climate. 
You will have infinite opportunity for sport and recreation, 
and you will have a reasonable amount of leisure. You 
will work in a Health Service where individual effort and 
merit are still rewarded and where quality is given pride of 
place over quantity. You will, however, remember that 
the medical needs of the community are already adequately 
supplied. There is a doctor for about every 900 persons. 
But comfort can be taken from the old adage, ‘ There is 
always room at the top.’” © 








THE ENCOURAGEMENT OF PRIVATE 
PRACTICE 


B.M.A, COMMITTEE DISCUSSION 


A meeting of the Private Practice Committee was held at 
B.M.A. House on October 7, when Dr. I. D. GRANT was 
re-elected to the chair. The chief discussion centred round 
the resolution of the recent Annual Representative Meeting, 
deploring the absence of any constructive step towards the 
encouragement of private practice. Two memoranda on 
this subject were laid before the Committee, one by Dr. 
L. W. Batten, and the other, prepared at the request of the 
Guildford Division, by Dr. J. O. M. Rees. 

Dr. Batten and Dr. Rees attended the meeting to put 
forward their case for practice outside the National Health 
Service. Dr. BATTEN urged in the interests both of nation 
and of profession that independent private practice should 
continue in healthy rivalry with the State Service. Dr. REES 
considered that the survival of private practice would serve 
to keep an independent standard before the profession. 
Although it was suggested that the Government was seeking 
to discourage private practice, it was recognized that by 
the official acceptance of a figure of 5% of the population 
as not participating in the Service private practice was at 
least receiving passive encouragement. 

At present possibly the main differences between the two 
systems lay in the way the patient obtained medical atten- 
tion rather than in any great variation in the medical services 
provided. It was stressed that the continued existence of 
private practice depended as much on the economic situation 
as on public demand. This latter in any case was unlikely 
to be very great unless considerable changes occurred in 
the National Health Service. Unless such changes did occur 
it seemed probable that there would be very few private 
practitioners within a generation. 

On the question of State prescriptions for private patients, 
Dr. Batten thought that the private practitioner would be 
perfectly satisfied to be bound by the Service rules, as it 
was evident that there must be safeguards. It was agreed 
to obtain information about the possibility of a scheme 
comparable to the “own arranger” system which existed 
under the N.H.I. This matter is to be brought forward at 
the next meeting. 


Fees for Medical Witnesses 


The scales of allowances to medical witnesses in opera- 
tion at the Central Criminal Court again came before the 
Committee in view of comments received from the Central 
Consultants and Specialists Committee. This scale lays 
down a fee of 14 guineas a day in the case of a hospital 
doctor paid by salary only, and 3 guineas in the case of 
other doctors, additions being made in both cases if the 
medical witness comes from more than 10 miles away. The 
Private Practice Committee had considered this method of 


applying the regulations quite satisfactory; but the Central 
Consultants and Specialists Committee regarded the pay- 


‘ments for whole-time consultants or S.H.M.O.s as too low. 


It was suggested, however, that probably the latter com- 
mittee had overlooked the fact that this was not a question 
of expert evidence, for which payment at a higher rate 
would be considered. For evidence as to fact it made no 
difference whether the witness was a whole-time hospital 
doctor or not. The justification for the increased fee in 
the case of the practitioner in the second category was that 
in order to attend court he had to provide someone to carry 
on his work, whereas the full-time hospital doctor was urder 
no such obligation. 

It is proposed to ask the Home Office whether the Central 
Court scale is in operation in all criminal courts in England 
and Wales. 


Remuneration of Members of Pensions Appeals Tribunals 


A complaint reached the Committee that the salary of 
full-time medical members and medical chairmen of Pen- 
sions Appeals Tribunals was inadequate, and a request that 
the Association should press for an increase in the salary. 
The CHAIRMAN said that this concerned a comparatively 
small number of people who were badly paid for the work 
they were doing. He suggested, and it was agreed, that the 
matter be taken up with the Lord Chancellor’s department. 


Various Business 


The Committee reappointed subcommittees to deal with 
questions affecting practitioners concerned with merchant 
shipping, with allowances payable to medical witnesses in 
courts, with fees for services rendered to coroners, and with 
matters of common interest to practitioners in the employ- 
ment of the National Coal Board (this last jointly with the 
Occupational Health Committee). 

It was reported that licences issued under the Hire 
Purchase Control Order to practitioners who had applied 
through the Association now numbered 328 ; only 48 appli- 
cations had been refused, and 41 were still outstanding. 


Car Badges 


B.M.A. car badges were selling at the rate of about 1,000 
a year. Some requests had come for them from overseas 
Branches. It was agreed to recommend to Council that 
2,000 further badges be purchased. ° 

It was stated that information was being collected on the 
standards of mortuary accommodation ; a questionary has 
been sent to medical officers of health at the request of the 
Ministry of Housing and Local Government, and in due 
course the information would be correlated in a memo- 
randum. 

Miners’ bonus-shift certificates (of which the Representa- 
tive Body had disapproved unless the man had received 
attention from his doctor during illness) were considered 
and representatives appointed to meet the National Coal 
Board. 








PRESCRIBING DIFFERENCES 


According to the Joint Pricing Committee for England, the 
executive council area with the highest average cost per 
person for prescribing in 1952 was Chester. The cost there 
was 31s. 8d. The area with the lowest average cost was 
Huntingdonshire, where it was 12s. 6d. The area where 
most prescriptions per person were given was Wigan, with 
an average for the year of 8.17. At the other end of the 
scale came Huntingdonshire with 3.28. 

Other areas where the average total cost was high were 
Wigan and Warrington, which come next to Chester. They 


. also head the list of areas where the average number of 


prescriptions per person is high. Of the areas where it was 
low, with Huntingdonshire came Northamptonshire and 
Berkshire. Northamptonshire also joins Huntingdonshire 
with a low average cost; Lincolnshire (Kesteven) comes 
next to it. 
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GENERAL MEDICAL SERVICES COMMITTEE 


CALCULATION OF CENTRAL POOL 


An all-day meeting of the General Medical Services Com- 
mittee was held on October 15, Dr. A. TaLBoT ROGERS 
presiding. 

A report was made on discussions which Dr. Rogers, Dr. 
Wand, the Deputy Secretary, and two experts have had with 
representatives of the Ministry on the Ministry’s suggestion 
for excluding certain groups of doctors in calculating the 
size of the central pool; also concerning a further inquiry 
into the level of practice expenses and the method of assess- 
ing receipts from private practice. 

The Ministry has suggested that there are certain groups 
of practitioners whose inclusion in the central pool requires 
consideration—namely, those with no patients at all (whom 
the Ministry thinks should not count unless they are being 
assisted to establish a practice by means of the initial prac- 
tice allowance), those with very few N.H.S. patients (said 
to be analogous to practitioners with restricted lists, and 
should therefore be treated as such in the calculations), and 
salaried partners who are deemed to be assistants (as to 
whom there was no difference of view between the repre- 
sentatives of the Committee and the Ministry). 

The discussion in the Committee concerned principally 
those doctors who had no patients. 

Dr. WAND reminded the Committee that when Mr. Justice 
Danckwerts made his award he had the Spens position 
before him. It must be assumed that he knew perfectly 
well that there would be doctors who had no or very few 
patients on their list. “‘ The moment you start to eliminate 
people who were not eliminated under Spens you are 
destroying the average which led to the Spens final figure. 
On the matter of principle we have to adhere to this, that 
what was in Spens was in Danckwerts, and what was in 
Spens and in Danckwerts must stand for the computation 
of the pool.” 

Dr. HUTCHINSON pointed out that it had already been 
agreed with the Ministry that where a doctor was non- 
effective the Ministry could eliminate him from the medi- 
cal list, and they had gone as far as they could in that 
direction. Dr. Davies suggested that this matter was one 
which could be dealt with at executive council level; the 
machinery there was adequate to deal with it. 

With regard to doctors with very few patients it was felt 
that to exclude these from the count would again be con- 
trary to the letter and spirit of the Spens report and the 
Danckwerts award. Many of these were partners who were 
at risk for patients on the list of another member of the 
firm. , 

Dr. Howie Woop said that it should be made clear to 
the Ministry that they did not want to profit from any names 
which should have been excluded from the medical list, and 
local medical committees should co-operate in getting rid 
of redundancy. 

Dr. Dain proposed that the Committee support its nego- 
tiators in maintaining that all those who remained on the 
list should be counted, and that all necessary help should 
be given to executive councils in removing those who were 
regarded as no longer effective. Dr. Howie Woop seconded 
this and it was carried. 

The CHAIRMAN said that up to the present the whole 
weight of these discussions had been carried by Dr. Wand 
and himself, with the Deputy Secretary, and they felt that 
in a matter of such importance they should be supported 
by a larger group. The names of Dr. A. B. Davies and 
Dr. W. M. Knox were added. 


Practice Expenses 


The CHAIRMAN said that they had been asked to consider the 
best way of determining more accurately practice expenses. 
A number of questions had been raised as to the factors 
which should be set against a simple global calculation 
‘and the means of preventing unfair inflation of the amount 


of income which might be reckoned as coming from private 
practice. It seemed likely that private practice earnings would 
continue to drop, because a great deal of private practice 
at present was in respect of elderly people and would 
gradually diminish. It seemed necessary to check practice 
expenses every year in. order to ascertain the changing posi- 
tion. The negotiators had considered that the most accurate 
way would be to take a random sample, and here the 
CHAIRMAN Outlined the suggestions of their statistical expert, 
Professor Allan, who had suggested a number of groups— 
16 in all—representing different types of practice into which 
a random sample of, say, 4,000 doctors might be divided 
sO as to give a true picture of the whole. 

Several members of the Committce, however, suggested 
that this elaborate grouping would not furnish a true 
picture, and that if all this trouble were to be taken they 
might as well go a little further and take 100%. 

It was agreed to suggest to the Ministry that the Board 
of Inland Revenue go ahead with the inquiry on the line 
approved as between the Committee and its advisers and 
the Ministry, but that a strong caveat should be lodged 
about the validity of the inquiry in regard to eliciting the 
receipts from private practice. 


General Practitioners and Hospitals 


It was reported that the Central Consultants and Special- 
ists Committee had considered whether it could assist in 
furthering the principle that general practitioners on hospital 
staffs should be represented on hospital group medical com- 
mittees, and had decided that this was a matter for local 
arrangement. On the question again being raised, the Com- 
mittee had deferred further consideration in order that 
information might be obtained about the exact relationship 
of the various advisory committees to the hospital adminis- 
trative organization. . 

A long discussion took place on this point, and the 
opinion was expressed that the position varied quite widely 
from one part of the country to another. The Ministry 
believed that regional boards and management committees 
should have discretion in the composition of their advisory 
committees, and in a question such as this a considerable 
latitude should be left to the local administrative body and 
the professional representatives to decide what was wanted. 
In some areas there was no great difficulty, but in others 
there were local differences which gave rise to dissatisfaction. 

It was agreed that local secretaries should be asked to 
report on the position in three months’ time, and that mean- 
while the Central Consultants and Specialists Committee 
should be asked to look into the matter again, with a view 
to enlisting the help of the regional organization. Dr. 
J. D. R. Murray, who had put forward the general-practi- 
tioner view at the Central Consultants and Specialists Com- 
mittee, said that a general attitude taken was that “ general 
practitioners do not understand our difficulties.” 

The CHAIRMAN said that it was not laid down that there 
should not be more than x medical representatives on hos- 
pital management committees, but there was a prejudice 
among the lay members against too many medical people 
in the membership. On the administrative side a manage- 
ment committee had a great deal of day-to-day work which 
could not be done by sittings once a month, and perhaps 
the medical side, for perfectly understandable reasons, had 
not as good a record of attendance as some of their more 
leisured lay colleagues. It was important that medical 
people, whether general practitioners or consultants, should 
be put on these bodies, and they should go there with the 
idea of doing a good job of work. It would not be difficult, 
with the right approach, to get adequate representation on 
regional boards and management committees. 

Another question about general practitioners and hos- 


pitals was on the delay which commonly occurred in inti- - 


mating to the patient’s general practitioner that the patient 
had been discharged from hospital or had died. Mr. D. 
CALLANDER, who had been appointed the representative of 
the Central Consultants and Specialists Committee on the 
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G.M.S. Committee, read a paragraph from a letter which 
it was proposed to send to regional consultants and 
specialists committees with regard to these delays. 

Some doubt was expressed about whether this letter would 
achieve anything at all, and some members of the Com- 
mittee gave instances of unreasonable delay which had 
occurred in their experience. 

After further discussion Mr. CALLANDER said that he 
would transmit the Committee’s feeling on the subject to 
the chairman of the Consultants and Specialists Committée. 


Economy in Prescribing* 


The Committee for a couple of hours gave further con- 
sideration in the light of experience to the functions of the 
Joint Committee on Prescribing, which sat under the chair- 
manship of Sir Henry Cohen. 

In the course of the discussion it was pointed out that in 
about half of the proprietary preparations which apparently 
the Joint Committee had examined the cost was less than 
that of the official preparations. Members urged that it 
should be made known that the classifications which the 
Joint Committee had adopted for proprietary preparations 
were advisory only, and not mandatory. There was a feel- 
ing in the Committee that although this Joint Committee, 
appointed under the Central Health Services Council, was 
an advisory body, its recommendations might in time acquire 
an undue authority over the prescribing of doctors. 

Attention was drawn to the six categories in which the 
proprietary preparations studied by the Joint Committee 
were placed. It was pointed out by one member that 
in category 5 there were three groups: (1) the “rubbish 
bin”; (2) preparations which, although having some thera- 
peutic value, had dangerous side-effects and should, accord- 
ing to the Joint Committee, be further investigated ; and 
(3) preparations of apparent merit, which, however, had 
not yet been approved. The Joint Committee, it was said, 
had taken the view that if a new drug came on the market 
it should go either into their first category, “new drugs 
of proved value not yet standard,” or into their fifth, “ pre- 
parations not in the B.P., B.P.C., or National Formulary, 
which in the Committee’s view have not been proved of 
‘therapeutic value.” 

Dr. Bruce CaRDEW said that the Minister could accept 
by implication everything that the Joint Committee had 
stated, and it then became a sanction. He was not in the. 
least blaming the Cohen Committee, which had had an un- 
enviable task. Its terms of reference were “to consider 
and report from time to time whether it is desirable and 
practicable to restrict or discourage the prescribing by practi- 
tioners . . . of (1) drugs and medicines of doubtful value 
or unethical character; (2) unnecessarily expensive brands 
of standard drugs.” He accepted fully the duty of doctors 
to keep the drug bill within proper bounds, but the doctor’s 
tight to prescribe what he thought necessary for his patients 
must be retained at all costs. There were ways in which 
drug costs could be kept down without invading the rights 
of the individual doctor. One was by the pricing commit- 
tee, which used to work very well under National Health 
Insurance. With regard to individual drugs, if a firm of 
manufacturers put a product on the market which was three 
‘times more costly than the official preparation the responsi- 
bility of the doctor should not be invoked; it was the 
responsibility of the Ministry to say that it would not pay 
the price for the product, whether prescribed by the doctor 
or not, because it would be a waste of public money. 

In reply to a question by Dr. Dain, the CHAIRMAN said 
that it was proposed that this Joint Committee should con- 
tinue in existence indefinitely, listing in these categories the 
various remedies as they came forward. The report of the 
Committee stated: “We are prepared . . . to continue our 
work on classifying such proprietary preparations as are 
teferred to us into these six categories.” 

Dr. WAND thought they might have to make representa- 
tions to their colleagues on the Central Health Services 





*See also leading article in Journal at p. 925. 


Council that this might mean the beginning of an inter- 
ference with the practice of medicine as between doctor and 
patient. ; 

Dr. BRown drew attention to the statement in the report: 
“ From the outset we were agreed that wherever our discus- 
sions might lead us there should be no absolute restriction 
on the prescribing by a general practitioner of any drug 
which in his opinion was necessary for the treatment of his 
patients.” It was added that a practitioner who prescribed 
drugs which were not recommended or were not on an 
“ approved list” might have to justify his action before the 
local medical committee ; but the freedom of prescription 
was a fundamental assumption. 

Dr. DaIN suggested that they should go to the Ministry 
saying that they would resent strongly these classifications 
being passed to local medical committees as an indication 
for action against doctors in their prescribing. Dr. Sorssy 
said that doctors should not be placed in the position of 
having to answer to their colleagues the reason why they 
had used a particular drug. It was a different story from 
facing a charge of general over-prescribing. They objected 
to inquests on the ability of the practitioner to order what 
he thought fit. 

The CHAIRMAN closed the discussion by saying that the 
strongest possible team would go to the Ministry and put 
forward the views advanced in that discussion. He hoped 
it would be left to its discretion. 


Health Education 

The issue of pamphlets on health subjects by the Central 
Council for Health Education again came forward, and Dr. 
Burton, medical director of the Council, attended. Dr. Bur- 
TON said that his Council was glad to have the approval of 
the Committee for these pamphlets ; in one case (on measles) 
there had been some criticism, but in another (on the rhesus 
factor) much appreciation had been expressed. But his 
Council did not feel itself equipped to make an issue of the 
leaflets, as had been suggested, to all general practitioners, 
and had suggested an approach to the Ministry. 

The Deputy SECRETARY pointed out that from time to time 
doctors had to have lengthy discussions with their patients 
on such subjects as weight reduction, diabetic diets, and so 
on, and it had crossed his mind that if suitable publications 
could be prepared acceptable to the Committee and the 
Council they might be of value for general issue to 
practitioners. 

The Committee agreed that this matter should be further 
explored. 


Surgery and Waiting-room Accommodation 

A letter signed by the Chairman which had been sent to 
every general practitioner concerning the standard of accom- 
modation in surgeries and waiting-rooms was before the 
Committee. The CHAIRMAN said that they should be in a 
position to give advice to practitioners not only on financial 
difficulties but possibly on methods of structural adaptation. 

Some members expressed the view that this was not the 
sort of service the Committee should undertake ; others that 
local medical committees should be encouraged to set up sub- 
committees for the purpose ; others again that while this was 
a local matter there was a function for a central advisory 
panel. The DEPUTY SECRETARY suggested that it might be a 
job for the Association. A lot of inquiries on the subject from 
general practitioners might be expected, to many of which 
only an expert could reply. On the other hand, a Welsh 
member suggested that this was “spoon-feeding.” Why 
should a practitioner in Anglesey write up to London and 
somebody in London tell him to knock a wall down? To 
set up a department for this purpose would mean heavy and 
unnecessary cost to the Association. 
_ Various suggestions were made, such as the engagement 
of the part-time service of an architect who would be pre- 
pared on request to instruct and advise on doctor’s premises. 
Dr. WAND urged that local medical committees should be in- 
formed that it was their duty to advise doctors in their area, 
and that if they were in difficulty expert advice could be 
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obtained through Headquarters. This would be less expen- 
sive than running a special department of the Association. 

In the end the matter was left to the next meeting, when 
some information on the financial side would be forthcoming, 
and there would be more opportunity of noting the reaction 
to the Chairman’s letter. 

The Committee spent some time considering a draft E.C.L., 
model agreement, and application form in connexion with 
proposals for the encouragement of group practice, and cer- 
tain points were noted for clarification with the Ministry. 








PLEA FOR UNITED PROFESSION 


WINCHESTER ANNUAL MEETING 


The annual meeting and dinner of the Winchester Division 
were held at Winchester on October 3. A record number 
of members attended, including many from the Basingstoke 
area, recently ineluded in the Division. 

The chairman, Dr. Ronald Gibson, in proposing a toast 
to the B.M.A., reminded members that the Association 
existed as the only link binding the profession together. 
During the year, he said, various functions had been 
arranged to illustrate the activities of the B.M.A. in all 
its branches—clinical, social, and medico-political. Every 
doctor was now a medico-politician whether he liked it or 
not, and the main justification for the continued existence 
of a strong and active Association was to maintain and 
support a united profession whose single purpose was to 
give the best possible service to the community. 

Dr. Gibson reminded members that he had more than 
once suggested that the major hospital in each area should 
set aside a room or rooms to be used solely for the purpose 
of enabling and encouraging general practitioners in the 
area to. meet their consultant colleagues, and he again 
stressed the vital necessity for the inauguration of some 
such scheme in the Winchester area. The G.P. in his 
surgery, the specialist in his hospital, and the medical officer 
of health in his laboratory could each give only a partial 
service to the patient. The best possible service could be 
given only by all three working together. 

Dr. O. C. Carter, chairman of the B.M.A. Journal and 
Family Doctor Committees, responding to the toast, out- 
lined the great strides which both periodicals had made 
during the past few years. The British Medical Journal, 
he said, was undoubtedly recognized as the finest medical 
journal in the world, and Family Doctor was a weapon 
which could be and was-used by the Association to give 
the right sort of health education to the public. He stressed 
that advertisements for the latter publication were accepted 
only after very careful consideration by the Committee, and 
that none was accepted which could in any way be inter- 
preted as misleading the public. 

Dr. Gibson then introduced the chairman-elect, Dr. C. J. 
Cope, of Andover, wishing him, on behalf of all members, 
a very happy and successful year of office. He also thanked 
Dr. George Swift for all his hard work as honorary secretary 
during the past year. 

Members approved with acclamation a motion congratu- 
lating Dr. Michael Roberts on being awarded the Polar 
Medal. 

Dr. Stephen Hadfield, Assistant Secretary of the B.M.A. 
and author of the recently published “Survey of General 
Practice,” responded to the toast to the guests proposed by 
Dr. Cope. He thanked members for the generous way his 
report had been received, and felt sure that lessons could 
be learnt from it which would be to the ultimate and lasting 
benefit of the profession and the patients, to whom they 
wished to give the best possible service at all times. 





Dangerous Drugs Act: Withdrawal of Authority 
The Home Office announces that Dr. William George Barrie 
(Kilbirnie) is no longer authorized to be in possessidn of or to 
prescribe those drugs to which the Dangerous Drugs Regulations 


apply. 
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Cost of Prescribing 

Sir,—During the past few years I have been trying to dis- 
cipline myself to prescribe, and my patients to accept, 
various drugs by their standard names. This has involved 
tlre expenditure of some time and a lot of patience, but I 
imagined that this was worth while because it would save 
a considerable sum of money for the national Exchequer. 
To-day I have been disillusioned and deflated. According 
to the list of costs posted to me to-day by the executive 
council I find that for many frequently prescribed drugs 
the proprietary drugs are cheaper than the standard equiva- 
lent, and my efforts have only increased the national drug 
bill. 

I am instructed that in future I must examine the list 
before writing any prescription and find out which is the 
cheapest preparation. In some cases, apparently, I must 
telephone the chemist to ask him whether he has opened a 
large or small pack of certain proprietary brands before I 
can decide the cost. I am further informed that arrangements 
are being made to find out easily whether I prescribe more 
economically from the list than my colleagues in the same 
area. I should like to know the estimated cost of the 
“ machinery ” which will undertake this investigation. 

Directors of proprietary drug houses and the doctors who 
have prescribed their products have been pilloried in the 
national Press and higher places for a long time. They have 
been made the scapegoats of the rising national drug bill on 
entirely false premises. ~ 

Is it not time we made a stand against all this nonsense ? 
Generally speaking, we are a fair-minded and honest profes- 
sion and we do our best for our patients. The national drug 
bill will best be reduced by an understanding of the best way 
in which to use drugs, but we shall never have time to keep 
up with recent advances if we are forced to spend our time 
finding ways, like owners of cheapjack stores, to undercut 
the costs of our colleagues.—I am, etc., 

Winchester. GEORGE SWIFT. 


Service Careers Inquiry 


Sir,—In the leading article “Service Careers Inquiry ” 
(Journal, September 19, p. 667) it is stated that “ the recent 
Government proposals may in the end lead to better recruit- 
ment.” These proposals are in the main financial and as 
such will, I feel, fail in their purpose as previous attempts 
have done. 

The main reasons for lack of recruitment, in my opinion, 
are the inability to practise medicine, as a result of mis- 
application of medical man-power, and lack of professiona! 
status. As one who has recently completed his two-year 
period of service and has spent 18 months filling a non- 
medical post, I am well acquainted with the frustration of 
Army medicine. 

It is gratifying that the problem is to be investigated by 
a committee headed by Lord Waverley, and it is to,be hoped 
that the real reasons for dissatisfaction among Army medical 
officers will be brought to light and attempts made to 
remedy them.—I am, etc., 

London, N.W.3. L. C. KREEGER. 


Reluctant to Leave N.HLS. 


Sir,—A short time ago a patient came to my surgery 
saying that her daughter had asked her to come to see 
me on her behalf, as she was not feeling very well. She 


._ produced a sheet of paper giving the symptoms from 


which her daughter was suffering. I said that 1 would be 
only too pleased to help, but that I found it quite difficult 
enough to prescribe for those I did see, but much more 
difficult to prescribe for those I did not. I asked if she 
would get her daughter to come to see me. “Oh,” she | 
said, “she can’t come to see you—she is in India.” I then 
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told her that that made the prescribing more difficult still, 
and that I was afraid I could not be of much help. She 
then said, “ But you are still her doctor, are you not?” 
I had no answer to that one, but, to make sure, I found 
on consulting my file that she was taken off my list on 
emigration.—I am, etc., 


Bath. B. CUPPAGE. 


Quality in General Practice 

Sir,—Dr. R. G. Whitelaw (Supplement, October 3, p. 161), 
writing on quality in general practice, has mentioned an 
intriguing matter—the mysterious criteria adopted for choos- 
ing a general practitioner from among large numbers of 
applicants, 

Many years ago when I was a medical student our family 
general practitioner solemnly advised me to work in a 
variety of hospital jobs before entering general practice, as 
this experience was, he felt, the most important prerequisite 
of an efficient general practitioner. Indeed, to enter a good 
practice as a partner before the war registrar experience was 
considered an advantage. The most successful general prac- 
titioner I have known is an M.D., M.R.C.P., gold medallist, 
who, before the war, took over a suicidal vacancy in a small 
provincial town, and who rapidly built up the largest and 
most lucrative practice by merely practising good medicine. 
I have, of course, known other practitioners with successful 
practices built up on good business principles and the ability 
to diagnose early that a patient is in need of hospital treat- 
ment or investigation, combined with that important quality, 
a bedside manner. 

With the advent of the National Health Service and the 
appointment of committees to decide eligibility of an in- 
creasing number of applicants for decreasing numbers of 
openings, there appears to be a complete reversal of ideas. 
It is now apparently not an asset, but a liability, to have 
spent years in hospitals and taken postgraduate qualifica- 
tions, which are at the lowest estimation a good test of 
intelligence, industry, and memory—all, I should have 
thought, necessary qualities for a good general practitioner. 
Now the needs of sick people have not changed. To them 
the issues of life and death are as real as ever, and the 
capacity to diagnose, treat, and exclude disease is still the 
most important thing. It is obvious that committees faced 
with forming a short-list must adopt some criteria. But why 
adopt false ones ? 

If the work of general practice has changed at all, it has 
changed in the matter of the increased amount of writing to 
be done : why not ask applicants to apply in their own 
handwriting and short-list the most legible writers? This 
absurd suggestion is less ridiculous than the present attitude 
of general-practitioner selection committees to candidates 
with postgraduate qualifications and hospital experience. I 
do not venture to explain this attitude, the motivation of 
which is probably emotional rather than rational. 

It may be that out of the College of General Practitioners 
we may get some inkling of what there is “ special” about 
the “ specialty ” of general practice, and we hope that selec- 
tion committees may obtain some guidance—at least in 
justice. I note by the way that three out of five lecturers 
at the newly formed College in the October-November 
session possess postgraduate qualifications, including two 
M.D.s and one M.R.C.P.—I am, etc. 


Liverpool. WILFRED FINE. 


Sir,—Your annotation (Journal, October 3, p. 773). and 
the letter from Dr. R. G. Whitelaw (Supplement, October 3, 
p. 161), prompt me to offer comments from the point of 
view of at least one established general practitioner. Of 
course, no one with any sense of responsibility would wish 
to challenge the view that the soundest training and widest 
experience in clinical medicine should be the greatest asset 
to any practitioner, whether general or consultant. But 
here is the rub: the general practitioner has to practise 
not only medicine but surgery and midwifery, including the 
diseases of women. To attain the standard of the M.R.C.P., 
several years at least must be devoted to the study of pure 


medicine as that is understood in a large hospital. This 
must inevitably involve some loss of contact with the other 
main branches of practice. There is thus a fear that one 
trained to M.R.C.P. standard may be rusty in the other 
subjects and that he or she might even take the extreme 
view that this case or that is surgical or gynaecological and 
therefore outside his province or even his range of interest. 
His sense of proportion may have become warped. This 
is probably the basic reason why doctors who have given 
many years to the study of one particular branch of prac- 
tice are finding it difficult to obtain a footing as general 
practitioners.—I am, etc., 


Bridlington. C. J. GORDON TAYLOR. 


Sweated Doctors 


Sir,—I feel that Dr. Harold E. Thorn’s letter on “ Sweated 
Doctors ” (Supplement, October 3, p. 161) can hardly go un- 
answered. From the context of his letter it is reasonable to 
assume that, he qualified some 30 years ago or more. Surely 
he must realize that times change. 

When he was a house-officer we were not graced with the 
N.H.S., and the purse was severely limited. To have paid 
the staff of a hospital adequately in those days would have 
resulted in financial disaster for many of the hospitals. 

Nevertheless, there were “ perks” which are forbidden to 
the house-officer to-day by the terms of that very contract 
that I am sure Dr. Thorn has often refused. Surely Dr. 
Thorn remembers the odd guinea or two which his chief 
would give him for each private case. A guinea then went 
a lot further than the remnants of £350 less emoluments and 
tax. 

As to the quality of house-officers, I am sure we of to-day 
are no worse and no better than those of Dr. Thorn’s day. 
Equally certain am I that house-officers work a great deal 
harder to-day. I wonder how many transfusions Dr. Thorn 
put up in the middle of the night ? How many path. forms 
did he fill in each day ? How much time did he spend doing 
lumbar punctures and other investigations which fall to the 
lot of the house-officer of to-day ? 

No, Dr. Thorn, let us be less self-righteous. and forget the 
cry, “What was good enough for me is good enough for 
them.” Because we are on a management committee, that 
does not entitle us to trample on the under-dog, the poor 
* houseman.”—I am, etc., 


London, N.2. P. M. SHORE. 


Sir,—It is high time the opinions of house-officers were 
voiced in the Journal. Dr. F. L. P. Heber (Supplement, 
September 12, p. 99) must be commended for a very fair 
estimate of the truth. The‘point he fails to make, however, 
and which to my mird is the crux of the whole matter, is 
the complete change that has come over the hospital ser- 
vices. Gone is the generosity that used to prevail when 
house-officers were not paid. On the assumption that junior 
staff are already overpaid, it is generally thought that their 
services to private patients in hospital should not be remun- 
erated. That is very unfortunate, as a fee, however small, 
should be paid to a house-officer, particularly if he has to 
carry out any treatment requiring knowledge and practical 
skill. He would then not think that he was being used just 
as another piece of hospital furniture. At present, it is 
left to the discretion of the consultant concerned whether 
a house-officer should be paid or not. It may be that in 
a number of cases the consultant is generous, and shows 
his appreciation in more than a few courteous words ; as 
a rule, however, the house-officer attends to private patients 
in the normal course of his duties, and does not expect to 
be paid for doing so. 

Dr. Harold E. Thorn’s remarks (Supplement, October 3, 
p. 161) are most unjust, when seen against the background 


_ of medicine in England in 1953. Does he really think that 


£350 per annum is too much for the average house-officer ? 
If he casts his mind back, he will no doubt remember that 
the pound sterling has lost at least a quarter of its value 
in the last two decades. The present salary is little more 
than nominal when deductions for board and lodging, super- 
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annuation, income tax, and national insurance have been 
effected. Besides, in the old days our parents could afford 
to keep us while we remained voluntary servants of society. 
Nowadays, we have to earn our keep as early as pos- 
sible, and there is a Health Service for which we have to 
pay, and from which the honorary consultants of bygone 
times now draw their salaries. 

If Dr. Thorn’s house-men showed lack of enthusiasm, 
might it not mean that he chose the wrong ones? In those 
early months, shyness, tact, or even modesty could well be 
fatal to those who were not brisk and efficient enough from 
the start. Besides, litigation is so rife at present that most 
inexperienced house-officers are reluctant to take on addi- 
tional risks, and they would be foolish to do so without 
consultant cover. 

It is difficult to believe that Dr. Thorn’s remark, “ A few 
are good, but many are full of theoretical knowledge with 
little ability to apply this,” is more true to-day than it was 
before. Such a result is only a reflection on the education 
received by the present generation at home, at school, and 
during their medical course. With an overloaded curri- 
culum, practical aptitude is often stifled by the need for 
cramming. Further, “the recent alteration to the laws” 
was called for not because house-men were incompetent 
but in order to help the near-bankrupt Health Service to 
pay its way while junior members of the profession were 
held in check. 

It is all very well for the odd slacker to be a postgraduate 
student for life. In fact, some practitioners might benefit 
from the theoretical knowledge they decry in their juniors. 
If a man is not fit to practise when he qualifies, obviously 
the curriculum he followed and the examinations he passed 
fell short of some requirements. It is fallacious to pretend 
that after an extra year “he will be really fit to earn a 
living salary.” He will certainly be a better doctor, but 
no better than he would have been on a normal salary.— 
I am, etc., 

Altrincham, Cheshire. 


Justice for the Sassenach 


Sir,—We warmly support Dr. A. Ker James’s plea (Supple- 
ment, October 3, p. 162) for the use of Form E.C.10A south 
of the Border. The existing system, whereby medical sup- 
plies are delivered to the doctor by the patient, is very 
inconvenient for both the patient and the doctor, and a trifle 
embarrassing for the latter.—We are, etc., 


FRANCE ROHAN. 








W. M. CHESNEY. 
A. J. K. WILSON. 
H. SHIRE. 
Birmingham. H. MacLean. 
Association Notices 
Diary of Central Meetings 
OCTOBER 
27 Tues. Executive Subcommittee, Joint Formulary Com- 


mittee (at Pharmaceutical Society, 17, Blooms- 
bury Square, London, W.C.), 2 p.m. 


27 Tues. Finance Committee, 2 p.m. 
28 Wed. Committee “ B” Staff Side, 10 a.m. ; 
28 Wed. Committee on Control of Medical Manpower in 
War, 2 p.m. 
28 Wed. “= Committee (at Raven Hotel, Shrewsbury), 
5 p.m 
29 Thurs. Anaesthetists Group Committee, 2 p.m. 
NOVEMBER 
3 Tues. Exchange of Practices Subcommittee, G.M.S. 
Committee, 2 p.m. 
3 Tues. Tuberculosis and Diseases of the Chest Group 
Committee, Special Meeting, 4.30 p.m. 
3 Tues. Orthopaedic Group Committee, 2 p.m. 
4 Wed. Council, 10 a.m. _ 
5 Thurs. Executive Committee, Central Consultants and 
Specialists Committee, 11.30 a.m. ; 
11 Wed. Consultants and General Practitioners Committee, 


2 p.m. 
11 Wed. Joint Subcommittee of G.M.S. and Public Health 
Committees on Health Visitors, 10.30 a.m. 


Branch and Division Meetings to be Held 


BLACKBURN Division.—At Swan and Royal Hotel, Clitheroe, 
Thursday, October 29, 8 p.m. to 1 a.m., annual dance. 

BOURNEMOUTH Division.—At Royal Victoria Hospital, Bos- 
combe, Friday, October 30, 8.15 p.m., meeting. Address by Pro- 
fessor W. T. Williams, Ph.D., A.R.C.S.: “* Medical Problems in 
the Career of Sherlock Holmes.””’ Members are invited to bring 
their ladies. 

BROMLEY Division.—At the Bell Hotel, Bromley, Wednesday, 
October 28, 7.30 for 8 p.m., dinner and dance. 

CAMBERWELL Division.—At St. Olave’s Hospital, Lower Road, 
Rotherhithe, S.E., Tuesday, October 27, 8.45 p.m., general 
meeting. 

City Division.—({1) At Hackney Hospital, Homerton High 
Street, E., Wednesday, October 28, 2 p.m., clinical meeting. 
Medical films: (i) Some Aspects of Accessible Cancers, Larynx ; 
(ii) Movements of the Tongue in Speech ; (iii) Oesophageal Speech 
after ce eee b (iv) Sialography Technique. (2) At Institute 
of Laryngology and Otology, Gray’s Inn Road, W.C., Friday, 
October 30, 3.30 p.m., clinical meeting. Mr. C. Gill-Carey: ‘“‘ The 
Common Cold.” 

KENSINGTON AND HAMMERSMITH Division.—At Hammersmith 
Hospital, Ducane Road, W., Wednesday, October 28, 2 p.m., 
ward visits for eral practitioners. 

Mip-Essex Division.—At Chelmsford and Essex Hospital, 
London Road, Chelmsford, Wednesday, October 28, 8.15 p.m., 
meeting. Dr. A. Talbot Rogers: “ Prescribing, Both in General 
Practice and in Hospitals.” 

Mip-Herts Division.—At Harpenden Memorial Hospital (The 
Red House), Friday, October 30, 8.30 p.m., joint meeting with 
South Bedfordshire Division. Discussion: “ Professional Co- 
operation within the N.H.S.” Guest speakers: Dr. H. K. Cowan, 
Dr. A. Talbot Rogers, and Mr. T. Holmes Sellors. 

_NortH Mippiesex Division.—At North Middlesex Hospital, 
Silver Street, Edmonton, N., Tuesday, October 27, 2.30 p.m., 
practitioners’ round. . 

NOTTINGHAMSHIRE BRrANCH.—At 64, St. James’s Street, Notting- 
ham, Wednesday, October 28, 8.30 p.m. Report of Representa- 
tives on A.R.M. at Cardiff, etc. 

OxrForD Division.—At Maternity Department Lecture Theatre, 
Radcliffe Infirmary, Oxford, Wednesday, October 28, 8.15 p.m., 
meeting. Dr. L. G. C. E. Pugh: “ High Altitude Physiology as 
it Affects Mountaineers.” 

ReiGaTeE Division.—Tuesday, October 27, 8.30 p.m., meeting. 
Dr. P. H. Addison (Assistant Secretary, Medical Defence Union): 
“* Legal Pitfalls in Medical Practice.” 

SoutH Starrs Division.—At Bradmore Hotel, Trysull Road, 
Wolverhampton, Friday, October 30, 8 p.m., supper; 9.15 p.m., 
lecture by Dr. J. H. Sheldon: “ Obesity.” 

SouTH WALES AND MONMOUTHSHIRE BRANCH.—At Department 
of Pathology, Cardiff Royal Infirmary, Thursday, October 29, 

.m., joint clinical meeting with Cardiff Division. 

9UTH-WesT Essex Division.—At Thatched House Hotel, 
Epping, Thursday, October 29, 7.30 p.m. to 1 a.m., dinner and 
ance. 

SoutH-West Wates Division.—At Boar’s Head Hotel, Car- 
marthen, Saturday, October 24, 7 for 7.30 p.m., annual dinner. 
Guest speaker, Dr. S. Wand: “ Widening Horizons.” 

Swansea Division.—At Brangwyn Hall, Swansea, Friday, 
October 30, 7.15 for 8 p.m., B.M.A. annual dinner. 

Swinpon Division.—(1) At Swindon and North Wilts Victoria 
Hospital, Swindon, Friday, October 23, 9 p.m., annual general 
meeting. (Amended announcement.) (2) At Goddard Arms Hotel, 
Swindon, Friday, October 30, 9.30 p.m., annual supper ball. 

Tower HaMLeETs. Division.—At St. Andrew’s Hospital, Devons 
Road, Bow, E., Friday, October 30, 3 p.m., clinical meeting. 

WaKEFIELD Division.—At Clayton Hospital, Wakefield, Wed- 
nesday, October 28, 8 p.m., meeting. Professor R. E. Tunbridge: 
“Recent Advances in Medicine.” 

WanpswortH Division.—At South London Hospital for 
Women and Children, Clapham Common, S.W., Sunday, October 
25, clinical meeting. 

‘WemMBLeY Division.—At Wembley Hospital, Fairview Avenue, 
High Road, Tuesday, October 27, 9 p.m., meeting. Dr C. H. C. 
7 “Pathogenesis and Diagnosis of Pulmonary Tuber- 
culosis. 

West LortHian Division.—At Nurses’ Class Room, Bangour 
General Hospital, Broxburn, Thursday, October 29, 8 p.m., 
inaugural meeting of the Division. 

West Sussex Division.—At Southlands Hospital, Shoreham- 
by-Sea, Thursday, October 29, 2.30 p.m., clinical meeting. Mem- 
bers of the Brighton Division are invited. 


Meetings of Branches and Divisions 


West SOMERSET DIVISION 


_At the annual general meeting, held at Musgrove Park Hos- 
pital, Taunton, on June 29, 1953, the following officers were 
elected for the ensuing year: 

‘ Chairman.—Dr. K. C. Bailey. 

Vice-chairman.—Dr. C. F. R. Killick. 

Honorary Secretary—Dr. R. Barrie. 

Assistant Secretary and Treasurer.—Dr. I. C. F. Hungerford. 
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SOME HEALTH SERVICE DEVELOPMENTS reason of the fact that he arrived at a time which was 


BY 
ARTHUR BEAUCHAMP, M.B., Ch.B. 


It has been obvious that integration of the services included 
in the National Health Service must be brought about if the 
patient and the doctor are to get the full benefit of that 
Service. In Birmingham we have believed that the right 
way is to experiment locally, and then if it is successful to 
spread the experiment further, not only in area but in 
content. 


Direct Access to Special Services 


The first effort was to ask for direct access for general 
practitioners to pathological and x-ray services. The sound 
reasons behind these requests were immediately appreciated 
by the regional hospital board and board of governors, and 
free access to pathological services was given ; the principle 
of free access to radiological facilities was admitted and 
promised when it was possible to implcment the idea. The 
pathologists worked out the details with representatives of 
the local medical committee. The scheme has_ been 
economical in cost, is not abused, and extends the know- 
ledge of the general practitioner. 


A Glimpse for Students 


The next step to be taken was to show final-year students 
the attractiveness of general practice. This had to be a joint 
effort between the dean of the medical school and the local 
medical committee. We are fortunate in having as dean 
Professor A. P. Thomson, who welcomed the idea with great 
enthusiasm. The scheme was that general-practitioner 
teachers, selected by the dean, should have a final-year 
student for a fortnight. The students were asked to select 
from the list the general practitioner to whom they would 
like to go, and in spite of the fact that it was entirely 
voluntary over 80% of them agreed to spend a precious 
fortnight of their final year learning something of general 
practice. 


Hospitals Welcome G.P.s 


A further step has now been taken. The dean, who is 
also an active clinical teacher, has invited the general prac- 
titioners to visit their patients in hospital. It may be said 


with truth that it has always been possible to visit our’ 


patients while they are in hospital, but in many cases the 
general practitioner was tolerated and often unwelcome by 


awkward for the nursing staff. Indeed, on one occasion, 
when asking if I might see a child in whose condition I was 
interested, I was asked by a student nurse if I was the father 
of the child. Once in the ward, the next problem was to 
find a house-man who could tell the general practitioner 
something about the case and explain what was being done ; 
this might take anything up to 20 minutes. 

The scheme suggested by Professor Thomson gets rid of 
all these difficulties. Registrars and house-officers will be 
on duty in their wards from 2.30 to 3.30 p.m. on two days 
a week. They will welcome the general practitioner, and 
will not only discuss his patient with him but will be able 
to guide him gently through the morass of unintelligible 
findings of weird and wonderful investigations. How 
badly many of us nged this guide. And how happy we 
shall be to tell the registrar of the patient’s family history, 
his home environment, his fears and his hopes. Together 
we can discuss the treatment to be given when the patient 
returns home, and with our full knowledge of home con- 
ditions be able to advise on whether to send him out early 
or not. 


Comfort to Patient 


Many of us feel that this scheme will not only be a valu- 
able form of postgraduate education but will engender the 
feeling that the general practitioner plays not a separate but 
an integral part in the medical services which the patient 
receives. Perhaps the most important fact of all is the 
comfort it will give to the patient. He will feel no longer 
that his doctor has sent him away from his home to live 
in a strange, sterile place, in the care of women he has 
never seen before, treated by a group of doctors about whom 
he knows nothing, but that his treatment is a continual 
process, with the stay in hospital an interlude, and his friend 
his own doctor is part of the team responsible for his health. 


The scheme will cater for some 500 general practitioners 
in Birmingham and is confined at present to the general 
hospital, but if it is successful there is little doubt that more 
hospitals, both teaching and non-teaching, will be included, 
and that practitioners from the surrounding counties of Staf- 
fordshire, Worcestershire, and Warwickshire will avail them- 
selves of this generous offer. When this is working well 
there are many logical steps along the same road which can 
be easily taken. With the welfare of the patient and the 
improvement of the Service (which are really one and the 
same thing) as the guiding principle for all concerned, it is 
felt that progress towards the end which we all desire can 
be achieved. 

2545 
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Scottish News 





GENERAL MEDICAL SERVICES - 
SUBCOMMITTEE (SCOTLAND) 


The first meeting of the session was held at the Scottish 
Office, Edinburgh, on October 1, when Dr. J. T. BALDWIN 
(Milton Bridge) and Dr. C. J. Swanson (Aberfeldy) were 
reappointed chairman and vice-chairman respectively. The 
Subcommittee appointed various subcommittees and nomi- 
nated representatives to serve on other bodies. 

Dr. A. F. Wirkie MiLLar, chairman of the Scottish 
Medical Practices Committee, commented on a few of 
the matters which had recently been occupying the atten- 
tion of his committee. In view of his comments it was 
decided that representatives of the Subcommittee should 
seek a meeting with representatives of the Scottish Medi- 
cal Practices Committee and the Department of Health for 
Scotland to discuss two points—namely : (1) the admission 
to the executive council list of a whole-time assistant as a 
principal in the same area; (2) the hearing of an appeal 
against the appointment of a successor in a practice vacancy. 

The Subcommittee was not in favour of a whole-time 
assistant being admitted as a principal in the same area, and 
felt that the present arrangement for an appeal against the 
appointment of a successor in a practice vacancy should be 
examined. At the present time, when an appeal is made, 
only the case of the appellant is reconsidered. It was felt 
that consideration might be given to a provision which 
would require that all the unsuccessful candidates’ cases 
should be examined when an appeal was made. 

The Subcommittee also considered certain anomalies 
which had arisen from the provision in the distribution 
scheme whereby “ restricted lists” carry no loaded capita- 
tion fees and a percentage reduction in ordinary capitation 
fees. As a result of this discussion it was decided that 
representatives of the Subcommittee should meet the 
Department of Health to discuss certain proposals to over- 
come any difficulties in this connexion. 





Increasing Use of Ambulances 


It was reported that representatives of the Subcommittee 
had had discussions with the Department on the continued 
increase in use of the ambulance service. The representa- 
tives had agreed that local medical committees should be 
asked to interview any general practitioners who appeared 
to be using this service excessively or improperly. It was 
explained that local medical committees, while being asked 
to interview practitioners, would have no power to impose 
any penalties. It was hoped, however, that by such inter- 
views general practitioners might become aware of the diffi- 
culties of the situation. The Department had undertaken 
that the attention of the hospital service would be drawn to 
the serious situation which had arisen in connexion with the 
number of services provided by ambulances, and that hos- 
pitals too would be required to take steps to bring about a 
reduction. 

The Subcommittee also received from the Department 
some amendments to the Medical and Pharmaceutical 
Services Committee and Tribunal Regulations for their 
consideration. The Subcommittee decided not to consider 
the proposals at this stage but to await the final report 
from the special subcommittee of the General Medical 
Services Committee which was considering the general 
question of service committees. 





Registrars Group.—The annual general meeting of the 
South-west Metropolitan (Eastern Area) Regional Registrars 
Group will be held at B.M.A. House, Tavistock Square, 
London, W.C.1, on Tuesday, November 10, at 7.30 p.m. 
All senior registrar§ and registrars in the area are invited 
to attend. Dr. E. E. Claxton, Assistant Secretary of the 
B.M.A., will speak on “Current Problems in the Registrars’ 
Field.” 


DOCTORS AND PHARMACISTS 


SOUTH MIDDLESEX DIVISION MEETING 


A combined meeting of doctors and pharmacists was held 
at Hounslow on October 14 at the invitation of the chair- 


man of the South Middlesex Division of the B.M.A. An. 


informal dinner was followed by a general discussion, the 
object being to allow members of both professions to get 
to know each other. Dr. Henry Bergh, chairman of the 
South Middlesex Division of the B.M.A., presided over a 
company of 60. 

Mr. Harold Moss, chairman of the Thames Valley branch 
of the Pharmaceutical Society, said that a new problem was 
that concerned with the result of the Cohen Committee 
Report. Although it was obvious to both professions that 
the Service was costing too much, the problem now facing 
pharmacists was: What were they going to be left with ? 
Doctors, on the other hand, had the trouble of going 
through the lists, and at least one doctor he knew had said: 
“ N.F. for me in the future,” so the good tended to be 
thrown out with the bad. This attitude would not help doc- 
tors, pharmacists, or the public. The report also posed a 
very real problem for the manufacturers: Were they going 
to spend thousands of pounds a year on research when the 
product might be placed in category 5 or 6? 

Mr. Moss next mentioned the new regulations for supply- 
ing trusses and elastic hosiery, and pointed out that, if a 
pharmacist accepted a prescription which did not conform, 
it would not be paid. The patient had then to be sent back 
to the doctor. 


Question Time 

The chairman then invited questions. In reply to ques- 
tions put by several doctors, pharmacists explained the 
difficulties connected with ambiguous prescriptions which 
would cause complications in the Pricing Bureau if they 
did not comply with tariff requirements. The marking of 
“urgent” prescriptions was mentioned, with a request for 
such marking if the doctor considered that the patient re- 
quired the medicine after 7 p.m. One doctor complained of 
difficulty in remembering doses of new preparations and 
asked whether, no dose being given on the prescription, the 
pharmacist could dispense an intermediate dose. He was 
told that this could be done, but not with Schedule 4 pre- 
parations. Pharmacists agreed that they would be willing to 
advise doctors if they prescribed products in categories 5 
and 6. 

With regard to the prescribing of oxygen, one doctor 
suggested that the present position was unsatisfactory and 
that oxygen should be delivered by ambulance. Divergent 
views were expressed on this point by two pharmacists, one 
agreeing that the responsibility should be taken over by the 
local authority, while another emphatically stated that the 
proper source of supply was the pharmacist. He explained 
that requests to the Ministry had been made unsuccessfully 
for a delivery fee and asked for the doctors’ support in their 
application. 

When pharmacists were asked their opinion on the charge 
for bottles under the N.H.S., it was explained that the deposit 
system which operated under the N.H.I. was unsatisfactory, 
but that payment by the patient for the bottle would be 
acceptable. 

One pharmacist emphasized the dangers of prescribing 
for two patients on one form, particularly when one was a 
child and the other an adult. The meeting was reminded 
that this practice was directly against the terms of service, 
and that most doctors were aware of its dangers. Prescrip- 
tions for double-strength mixtures, often received by another 
speaker, sometimes had the incorrect dosage, and he sug- 
gested that such prescriptions be endorsed accordingly. 

In proposing a vote of thanks, Dr. W. A. Shearman ex- 
pressed his gratitude to Mr. Moss for his work in making 
the evening such a success. Mr. K. W. Richardson thanked 
the chairman, Dr. Bergh, and Dr. G. C. L. Woodroffe (sec- 
retary to the South Middlesex Division), who first had the 
idea of holding the meeting. Dr. Woodroffe in reply said he 
hoped to have an attendance of 100 next year. 
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PUBLIC HEALTH MEDICAL OFFICERS 
MOTOR-CAR ALLOWANCES 


The following M.D.C. circular .No. 18, on motor-car 
allowances for public health officers in England and Wales, 
has been issued by Whitley Committee “C.” 


With reference to the scheme of motor-car allowances 
appended to M.D.C. Circular No. 13, dated October 15, 
1951, we have to advise you that Committee “C” of the 
Medical Whitley Council has now agreed that the following 
two paragraphs should be added to that enclosure. The 
effect of these paragraphs is to ensure that when an officer 
is entitled to an allowance for only part of a year the 
mileage in respect of which he is entitled to receive a higher 
allowance (cf. paragraph 4 of Enclosure to M.D.C. Circular 
No. 13) during that part of a year should be reduced to a 
suitable fraction of 7,200 miles. 

1. The period over which the car allowances are paid should 
be from April 1 in any year to the succeeding March 31. 

2. In the case of an officer who takes up an appointment with a 
local authority after April 1 in any year, or leaves a local 
authority to take up an appointment with another local authority, 
or alternatively leaves the local government service altogether, 
the allowance should be so’calculated that the amount payable 
bears the same proportion to a full year’s allowance as the 
number of months in the year during which the officer uses his 
car bears to twelve. ° 

The calculation of the mileage allowances would thus 
be made on a proportionate basis in accord with the fol- 
lowing procedure: 

(a) The mileage allowance to be paid at the higher rate would, 
at 7,200 miles per annum, be equivalent to 600 miles per month 
of service. 

(b) The excess over 600 miles per month of service would be 
paid at the reduced rate—for example, where the total service in 
the financial year is five months, then up to 3,000 miles would be 
paid at the higher rate, and the excess over 3,000 miles would be 
paid at the lower rate. ” 


Similarly the lump sum payment should be divided into 
12 monthly payments. Where an authority pays the allow- 
ance quarterly, the appropriate calculation should be made 
on the basis of dividing by four instead of twelve. 

When an officer leaves the service of an authority, a cal- 
culation shall be made in respect of his entitlement for the 
portion of the year served with the authority and any 
necessary adjustment made thereafter. 








EXECUTIVE COUNCILS ASSOCIATION 
ANNUAL MEETING 


The annual meeting of the Executive Councils Association 
(England) .took place at Torquay on Thursday and Friday, 
October 8 and 9, presided over by Captain S. H. HAMPSON, 
the president of the association.* 

Dr. F. E. Goutp (Birmingham) moved to request the 
Minister of Health to remove the restrictions on patients 
changing doctors. Circumstances had altered since 1950, 
when the restriction was made ; the Health Service had be- 
come stabilized, people had settled down, they had their 
doctors, and they knew what they wanted. The number of 
changes was considerably less, and the time had come when 
patients should have the right to immediate transfer. 

The motion was opposed by most speakers and was lost. 

Dr. J. T. DaALy (Worcestershire) proposed a motion asking 
the Minister to reconsider the view that, where a woman was 
to be confined in hospital, the hospital should normally 
assume responsibility for all antenatal and post-natal care, 
and that the Executive Councils Association consider 
that the provision of such care by a general practitioner was 
complementary to the service provided by the hospital and 
essential for the welfare of the patient. 





*The Minister of Health’s address was reported in the Supple- 
ment of October 17, p. 169. 


Dr. J. Kerr (Cheshire) moved an amendment to the effect 
that it was of the utmost importance that such services 
should be given against the background of the patient’s home 
circumstances and manner of life and that arrangements for 
the whole of the antenatal and post-natal care to be given in 
a hospital should be the exception rather than the rule, and 
the motion was carried in that form. 


Access to Pathology Services 


Mr. N. Bay .iss (Staffordshire) brought forward a resolu- 
tion urging the Minister to press hospital management com- 
mittees to implement his expressed wish that x-ray and 
pathological services should be made available to general 
practitioners at an early date. 

Alderman Mrs. CHAMBERS (Bradford), secondin z, said that 
consultants should welcome general practitioners as col- 
leagues and realize the help that they could give. 

Dr. H. P. Fay (Stockport) said that in his area no diffi- 
culty was put in the way of a general practitioner who 
wished to make use of hospital x-ray and pathological ser- 
vices ; on the contrary, he was helped in every possible way. 

Brigadier W. Leste, for the management committee, said 
that what was wanted was direct access by the general 
practitioner to these departments in order to save time ; the 
committee supported the resolution, which was carried. 

It was noted in the committee’s report that the Minister’s 
medical advisers had informed the Queen’s Institute of Dis- 
trict Nursing that, where a home nurse found surplus drugs 
in a house, in the interests of safety and with the consent 
of the householder she should destroy them. Dr. R. W. 
McConneL (Bucks) thought this advice led to great wastage, 
and asked that the management committee should reconsider 
the matter with a view to a doctor or nurse removing such 
things for use with other patients. Alderman H. C. BROWN 
(past president) said that the committee felt that, although 
there might be some wastage, in the interests of safety it was 
very much better to adopt the recommendation of the 
Minister. A motion from Essex that the present position 
under which responsibility for the collection of oxygen 
cylinders for the treatment of patients rested with the 
patient’s personal representatives was entirely unsatisfactory 
and that arrangement should be made for the delivery of 
the cylinders at the cost of the Service was carried. 


Charges for Drugs 

Alderman A. BuxToNn (Rotherham) moved to urge the 
Minister to repeal the charges for drugs and appliances in 
view of the discouragement to economy in prescribing and 
the hardship and inconvenience to old-age pensioners and 
others by its imposition. The introduction of the charge, 
he said, had not achieved its object. Doctors’ surgeries were 
as full as ever; in his area more prescriptions had been 
issued than there were two years ago in the same period. 
One had to bear in mind the effect of the 1s. charge 
on the lower wage-earning group : one family with two chil- 
dren paid out 12s. for prescriptions when they were ill with 
measles. The fear of such expense deterred mothers from 
taking their children to the doctor at an early stage. 

Dr. R. W. McConneL (Bucks) opposed the resolution. He 
said that the object of the regulation was to make money, 
and it was making money. At the present time the Ministry, 
the doctors, and the chemists were trying to find the way 
to economy. If the Is. was taken away the Government 
would drop the revenue and would put it on something else 
or limit the range of drugs. 

Mr. H. A. Sweet (Southampton) supported the resolu- 
tion on the words “ old age and hardship.” He would pre- 
fer to see the management committee instructed to make 
representations to the Minister on behalf of old-age pen- 
sioners and members of the community suffering from hard- 
ship. Many preferred to pay the Is. rather than approach 
the National Assistance Board and reveal their means before 
that august body. 

Alderman BuxTON said that what was happening was that 
Health Service costs were being diverted to another Govern- 
ment department. According to the report of the National 
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Assistance Board, it cost £300,000 last year to refund the Is. 

paid by persons in receipt of money from that Board. Why 

should aged persons suffer the inconvenience of having to 

go to the N.A.B. offices to collect the 1s. ? The doctors on 

his executive council supported the resolution from the point 

of view of their patients, not from a political point of view. 
The resolution was lost. 








METROPOLITAN COUNTIES BRANCH 


The Annual Charities Ball of the Metropolitan Counties 
Branch will be held in B.M.A. House on Thursday, May 6, 
1954. It is hoped that as many members of the profession 
as possible, including those outside the Branch area, will 
attend and thus enable the Branch to make a handsome con- 
tribution to the medical charities. Dancing to the music of 
the Sydney Lipton Ballroom Orchestra; buffet and bars. 
Tickets £2 2s. each, or six for £11 11s. Further particulars 
will be issued in due course. 





Correspondence 








Prescribing Costs 


Sir,—Dutifully we eschewed proprietary drugs at the 
Minister’s request and painfully learned a whole range of 
new and complicated names for the drugs we used. Now 
we are instructed to study a price-list and, where the pro- 
prietary drug is cheaper than its B.P. equivalent, to use the 
cheaper preparation, no doubt quite rightly. But where is 
this mad game going to end ? 

Fired with an obvious business sense, other drug houses 
will now lower the cost of their preparations just below 
the B.P. equivalent and again bombard the G.P. with an 
ever-increasing flow of literature and calls from travellers. 
Drug prices vary from time to time, and it will be quite 
impossible for the G.P. to keep abreast of the current cost 
of each preparation to see whether it is still cheaper or 
dearer than the B.P. equivalent. We did get a grain of 
comfort from using the National Formulary, feeling that if 
we stuck exclusively to the “little green book” we were 
safe, and now even that is denied us. Are we now to be 
harried by charges of excessive prescribing if we don’t know 
which preparation is the cheapest ?—I am, etc., 
Upminster, Essex. E. ANTHONY. 

Sir,—The widest possible publicity should be given to 
the recent list issued showing the relative costs to the N.H.S. 
of a prescription (quantities shown) using either N.F. pre- 
scriptions or the proprietary equivalent. How many need- 
less hours could have been saved weaning patients from 
proprietary preparations ?—and now the change back again. 
How many needless discussions with both patients and drug- 
house representatives ? If only this list could have been 
issued before. Still, better late than never. A great saving 
can be effected if the lesson can be learned that some 
proprietary preparations are in fact cheaper than their N.F. 
equivalents. This most interesting list deserves careful study 
by the profession.—We are, etc., 

HENRY BLAIR. 

Chingford, Essex. JOHN MARKS. 


Grading of S.H.M.O.s 


Sir,—Following the most informative communication on 
S.H.M.O. grading (Supplement, October 17, p. 167), I should 
like to return through the medium of the Journal my sincere 
thanks to all those who have endeavoured to forward the 
interests of that unfortunate group, of which I am a member. 
The treatment accorded to this group is surely a poor return 
for the work which they have done and will no doubt be 
expected to continue doing. I will go further and state that, 
if in fact the treatment of full-time hospital medical staffs, 


both senior and junior, continues along its present lines, 
it will not be surprising to find that many—both those now 
serving and those who would in due course replace them— 
may be attracted by the better prospects obtainable in other 
branches of the profession.—I am, etc., 


Pembury, Kent 


J. J. BELL. 


Reports in Confidence 


Sir,—I am concerned by the growing practice of being 
asked for a “ confidential ” opinion on applicants for medical 
posts by a lay secretary. In many cases this has become a 
matter of routine, so that the request is signed and initialled 
by the lay secretary's secretary. I am sure that this practice 
is to be deprecated. It means that an honest opinion cannot 
be written, because it is obviously going to circulate in a 
general office and the matter is anything but confidential. 
In the pre-Service days reports on candidates were sent 
personally from one consultant to another, and I suggest 


that this is a well-proved plan. It is difficult to see how. 


this matter can be corrected, because declining to give a 
report on a candidate may deprive him or her of an appoint- 
ment, but I think we must try to maintain the sincerity of 
our opinions on our fellow men, if they are to be worth 
while. I therefore make a plea that letters on the qualities 


and character of medical men should be sent to the named . 


chairman of the appointment panel.—I am, etc., 
London, W.1. Haroitp Dopp. 


Justice for the Sassenach 


Sir,—I was very glad to see Dr. A. Ker James's letter in the 
Supplement of October 3 (p. 162) on the subject of Form 
E.C.10A. It is curious how little comment has been made on 
this inequitable situation during the past five years. 

A recent report on Scottish prescribing published in the 
Journal stated that the average annual cost of drugs and 
dressings obtained on E.C.10A was £42 10s. South of the 
Border the dector has to pay for similar supplies out of his 
own pocket, and is reimbursed at the rate of 2s. 6d. per 100 
patients—i.e., £2 10s. per annum for an average list of 2,000. 
This sum is obviously a mere token and quite unrealistic. 

One is given to understand that all concerned would agree 
to the introduction of Form E.C.10A in England and Wales 
except the chemists, who feel that they would stand to lose 
by it. If no way can be found round this impasse, surely 
there is an unassailable case for a considerable increase in 
the Ministry’s allowance. Simple arithmetic would seem to 
show that the Government is already indebted to the average 
doctor to the tune of £200.—I am, etc., 


Billingshurst, Sussex. L. C. BOUSFIELD. 


Another Side 


Sir,—I was interested in the cheerful survey in your 
article of the consensus of opinion in favour of the National 
Health Service (Supplement, September 26, p. 103). In 
marked contrast to these reports I have heard statements 
from many practitioners who now find no pleasure in their 
work. They complain that all scientific interest is ousted by 
the necessity to undertake a mass of form-filling if they 
wish to retain their patients. I, wish to put on record that 
there is another side to the question.—I am, etc., 

London, W.1 AGNES SAVILL. 


Capital Expenditure 

Sir,—I write to warn those practitioners who, having 
received a circular letter from the G.M.S. Committee, are 
contemplating embarking on surgery improvements. I had 
waited until last year for an adequate reserve of capital 
to replan my surgery, and when the Danckwerts award was 
announced I put the work in hand. When I came to claim 
the cost of the work as expenses from the Inland Revenue 
I was told that all structural alterations, all replacements 


where the new fitting was of superior quality to the old’ 
one, must be regarded as capital expenditure, and therefore: 


did not qualify as practice expenses. Therefore, before any 
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of my ieee in a spirit of public service decides 
to spend his income on work which was held out to us in 
1948 as a bait to enter the Service (the provision of health 
centres), while at the same time the Ministry holds tight to 
his capital and pays him its beggarly 23%, let him first 


make sure that he is not making a further free gift to the . 


State of some, if not all, of the inadequate recompense which 
we have so hardly gained.—I am, etc., 


Manchester. JOHN PEARCE. 


Quality in Medical Practice 


Sir.—I was amused at the editorial design that juxtaposed 
two letters on p. 161 of the Supplement of October 3. While 
Dr. R. G. Whitelaw points out that the “ideal” medical 
student’s lot is no bed of roses, Dr. Harold E. Thorn in the 
next column stigmatizes the newly qualified (at Harrow at 
least) as lazy and poorly trained. 

One of the most ancient writings in the world bewails that 
the times are not what they used to be, children are dis- 
obedient, and everyone wants to write a book. It is there- 
fore traditional and not surprising that an elderly and estab- 
lished practitioner, remembering his ,own staunch early 
struggles, should look with disfavour on any attempt to 
ease for his young colleagues the slippery ascent of the pro- 
fessional ladder. 

Being of the younger generation, I am in sympathy with 
Dr. Whitelaw’s views. I also am .enraged when I find my 
friends and indeed myself (all endowed as we are with those 
essential qualities of culture, intelligence, broad education, 
integrity, humility, etc.) passed over in favour of some hard- 
working doctor who is bursting with “enthusiasm to do 
anything outside his contract” (I quote Dr. Thorn) or who 
just happens to be good at the job mentigned in that 
contract. 

The other thing that worries me is how young doctors are 
to remain littérateurs and cognoscenti, considering the 
present high cost of Continental films, first editions, and 
French cooking. Although Dr. Thorn no doubt considers 
us overpaid, many of us can only just afford a taste for 
American movies, whodunnits, and fish and chips.—I am, 
etc., 

Newmachar, Aberdeenshire. 


J. K. W. MorrIce. 


Sweated Doctors 


Sir,—I feel that I must reply to the two letters of criti- 
cism (Supplement, October 24, p. 179) of my former letter 
(Supplement, October 3, p. 161). I qualified in 1912, but 
at that time I spent quite a lot of time giving intravenous 
normal saline at all hours of the day and night after opera- 
tions. Blood transfusions had not come in then. My 
“chief” was so busy outside the hospital that I personally 
did a lot of his operating. When H.P., I had great experi- 
ence in lumbar punctures, as I was working for the late 
Dr. James Collier, whose wards were full of neurological 
cases. 

With reference to fees for private cases, there were not any 
private wards in my time at St. George’s Hospital, so there were 
no private fees, and my family did not contribute at all to my 
emoluments after I qualified (my father was dead, and my 
mother was not in a position to do so). 

With reference to my ability to choose house officers, this was 
possible up to the middle of the war, and we at our hospital 
were generally very well served, but since the war there has been 
such a shortage that most hospitals have been unable to choose. 
It has become a question of taking those who applied—if they 
applied. 

As regards the overload of the medical curriculum, I 
agree that this is serious, and the recent conference on 
medical education has suggested (quite rightly, I think) some 
modifications. In my view house officers will be greatly 
benefited, and so will hospitals, by the enforced holding 
of two house jobs.—I am, etc., 


Harrow, Middlesex. HAROLD E. THORN. 


Change of Doctor 


Sir,—Recently the Minister of Health said that far too 
many regulations govern the work of the executive councils. 
Might I suggest that one of these regulations—namely, 
change of doctor—be scrapped. It is against the interests 
of the patient and weighs unfairly against the doctor 
recently setting up in practice.—I am, etc., 

Morden, Surrey. J. PAuL. 





B.M.A. LIBRARY 
The following books have been added to the Library : 
Del — N.: La Chirurgia della Zona Seno-Glomo-Carotidea. 


pa, D., and Pohl, W.: Pathologie des Galle t 
chirurgischen Erkrankungen. 1953 . ee a 

Fuhs, H., and Kumer, L.: a 11-12 Auflage. 1953. 

Goldhahn, R.: Die Operation in der Sprechstunde. 5 Auflage. 


Hansen, K. (Editor): Therapeutische Technik fiir di 

wees Dritte ee oy - 
artmann, ehrbuc er Anatomie und Ph 
Krankenschwestern. 1952. " pane or 

ae © a, pe der Fettresorption im friihen Sduglings- 
alter 

—— m.: Differentialdiagnose i innerer Krankheiten. 2 Auflage. 


Herbut, P. A.: Gynecological and Obstetrical Pathology. 1953. 

Hohman, E. P.: Seamen Ashore: A Study of the United Sea- 
men’s Service ‘and of Merchant Seamen in Port. 1952. 

— ~ ., and Hill, D. F.: Manual of Rheumatic Diseases. 


Holzer, W., Bertha, H., and van Krevelen, S.: Psychi 
Gesellschaft. 1952. oe 

Kapferer, R., and rae erle, A.: Plantons Timaios oder die Schrift 
iiber die Natur. 

Keeton, G. W., and a J. (Editors): The Trial of Gustav 
Rau, Otto Monsson, and Willem Smith: the ‘“ Veronica ” 
Trial. 1952. _ . 

Kopsch, F.: Die Entwicklung des Braunen Grasfrosches Rana 
Fusca Roesel. 1952. 

Koressios, N. T.: Le Probléme Tissulaire et Anti-tissulaire: ses 
Applications dans la Thérapeutique du Cancer. 

Kretschmer, N.: Die Neurose als Reifungsproblem. 1952. 

-— F.: Die Sprache des menschlichen Antlitzes. 4 Auflage. 

Lassance, V.: La Tension Artérielle. 1952. 

ve H.: Die Friihdiagnose des Uteruscarcinoms. 2 Auflage. 


McCarrison, Sir R.: Nutrition and Health: Being the Cantor 
Lectures delivered’ before the Royal Society of Arts, 1936, to- 
eee with Two Earlier Essays and a Postscript by H. M. 

inclair. 1953. 

Macintosh, R. R., and Bryce-Smith, R.: Local Analgesia: Ab- 
dominal Surgery. 1953. 

Maeder, A.: Sendung und Aufgabe des Arztes. 1952. 

Martini, E.: Lehrbuch der medizinischen Entomologie. 4 
Auflage. 1952. 

—- A. B.: Handbook for Nursery Nurses. Second edition. 

Millard, O.: Under My Thumb. 1952. 

Monacelli, M., et al.: Psoriasi. 1952. 

Moritsch, P.: Die Schmerzverhiitung bei chirurgischen Eingriffen. 
2 Auflage. 1953. 

Miiller, M.: Die k6rperlichen Behandlungsverfahren in der 
Psychiatrie. Band I. Die Insulinbehandlung. 1952. 

ae, F.: Notes on Nursing. 1952. 

ne i . C.: Parkinson’s Disease and its Surgical Treatment. 

Ostlere, G.: Trichlorethylene Anaesthesia. 1953. 

Paissler, H. W.: Die Angiographie zur Erkennung, Behandlung 
und Begutachtung peripherer Durchblutungsstérungen. 1952. 

Pichler, E.: Der Kopfschmerz. 1952. 

Pundel, J. P.: Les Frottis Vaginaux Endocriniens. Seconde 
édition. 1952. 

Regelsberger, H.: Der bedingte Reflex und die vegetative 
1932. des Menschen dargestellt am Elektrodermatogramm. 

Rhodes, R. H. (Editor): Therapy through Hypnosis. 1952. 

Rothschuh, K. E.: Elektrophysiologie des Herzens. 1952. 


Schlecht, N.: Blutkrankheiten. 2 Auflage. 1952. 

Schulz, F. N.: Grundriss der chemischen Physiologie. 3 Auflage. 
1952. 

Sekulich, M.: Classification of Pulmonary Tuberculosis. 1953. 


Shands, A. R.: Handbook of Orthopaedic Surgery. Fourth 
edition. 1952. 

Somogyi, J. C.: Die “~~ ey OE 1952. 

Soskin, S., and Levine R.: Carbohydrate Metabolism. Second 


edition. 1952. 
Spear, F. G.: Radiations and Living Cells. 1953. 
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H.M. Forces Appointments 
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ROYAL ARMY MEDICAL CORPS 


Lieutenant-Colonel R. W. Scott, O.B.E., has retired on retired - 


pay, and has been granted the honorary rank of Colonel. 

Major T. McErvel to be Lieutenant-Colonel. 

Major H. R. Hartnell, M.B.E., has retired with a gratuity, and 
has been granted the honorary rank of Lieutenant-Colonel. 
(Substituted for the notification in a Supplement to the London 
Gazette dated ty 21. 

Major G. Homan has retired on account of disability. 

Captain R. "ee has resigned his commission and has been 
granted the honorary rank of Major. 

Captain D. H. Provan to be Major. 

Short Service Commissions.—Captains J. W. Weston, M. S. C. 
Rooney, and J. S. Webster, O.B,E., to be Majors. Major J. W. 
Weston has retired with a gratuity. (Substituted for che notifica- 
tion in a Supplement to the London Gazette dated August 7.) 


ARMY EMERGENCY RESERVE OF OFFICERS 
RoyaL ARMY MepicaL Corps 


manaaior (Honorary Colonel) A. D. Bourne, R.A.R.O., to be 
ajor 

Major O. Walker, from R.A.R.O., to be Major. 

rake (Honorary Major) H. K. Meller, M.B.E., from 

to be Captain, and has been granted the acting rank 

of Lieutenant-Colonel. 
— A. W. Weller has been granted the acting rank of 

ajor 

Eleutenens (War Substantive Captain) E. H. J. Smyth, from 
Emergency Commission, to ptain, and has been granted 
the acting rank of Lieutenant-Cqgpnel. 


COLONIAL MEDICAL SERVICE 


The following sauoliments have been announced: A. G. Farr, 
M.B.E., M.B., B.Ch., D.T.M.&H., D.P.H., D.I.H., and D. E. 
Thompson, MB. Bch, D.T-M.&H., Senior Medical ow 
Tanganyika ; . Carnegie, M.B., F. Grech, M.D., and F 
Viapree, MB. Medical Officers, I Nigeria R. Noble, EROS: 
areas, Medical Specialist (Obstetrics and Gynaecology), 
Jamaica ; Dos Santos, M.B., D.Bact., Pathologist, 
Grade A, Trinidad and Tobago; E. . hier, M.D. F.R.C.S., 
Specialist, Sierra Leone; P. Grech, M.D., and J. H. Jackson, 
M.B., B.S., Medical Officers, Tanganyika; K. S. Alstad, M.D., 
M.RC. of 'D.P.H., Physician Spee: Federation of Malaya : 
GA. Brand, M.D., edical Officer, Gold Coast; M. Stilton De 
Piro, M.D., ‘and J. "Gat, M.D., House Physicians and Surgeons 
(Temporary), ot I. M. Dingwall, 7s Ch.B., Medical 
Officer, Barbados; J. T. C. Glover, M.B., B.S., Medical Officer, 
Local Civil Service, Gold Coast; A. K. Mitra, M. B., B.S., D.P.H., 
D.T.M.&H., Assistant Medical’ Officer of Health, Aden; H. J. 
Penkala, M. B., Ch.B., Medical Officer, Somaliland Protectorate ; 
H. Podiewski, M. B., Ch. B., Assistant Medical Officer (Inspec.), 
Bahamas. The appointment of B. V. Earle, \vi.D., M.R.C.P., 
D.P.M., should read Medical Superintendent, Mental Hospital, 
Pzitish Guiana and not Barbados as stated in the Supplement to 
the Journal (July 4, p. 10). 





Association Notices 





Diary of Central Meetings 


OcTOBER 


30. “Fri. Guillebaud Evidence Subcommittee, G.M.S. Com- 
mittee, 2 p.m. 


NOVEMBER 


3 Tues. Exchange of Practices Subcommittee, G.M:S. 
Committee, 2 p.m. 

3 Tues. Orthopaedic Group Committee, 2 p.m. 

4 Wed. sancil, 10 a.m. 

5 Thurs. Guillebaud Evidence Subcommittee, Private Prac- 
tice Committee, 2 p.m. 

1 Wed. Psychological Medicine Group Committee, 2 p.m. 

2 Thurs. Amending Acts Committee, 2 p.m. 

3. Fri. Public Health Committee, Special Meeting, 
10.30 a.m. 

17 Tues. Subcommittee on oe of Students to 
Medical Schools, 2 p 

18 Wed. Transport Medical Standards Subcommittee, 

° Occupational Health Committee, 2.30 p.m. 
19 Thurs. Film Committee, 10 a.m. 


27: «*Fri. Joint Committee of B.M.A. and the Magistrates’ 
Association, 10.30 a.m. 
27 - Fri. Industrial Injuries Evidence Subcommittee, Occu- 


pational Health Committee, 2 p.m. 


a 


Branch and Division Meetings to be Held 


Coventry Division.—At Gymnasium, Coventry and Warwick- 
shire Hospital, Tuesday, November 3, 8.30 p.m., annual B.M.A. 
Lecture by Mr. A. Lawrence Abel: “ Some Common Diseases 
of the Rectum and Anal Canal.” Followed by film: “* Modern 
Operation for Carcinoma of the Rectum.’ 

DartForD Division.—At Joyce Green Hospital, ppaniees, 
Thursday, November 5, 2.30 p.m., clinical meeting. "All medi 
practitioners in the area of the Division are invited. 

IsLE OF WiGHT Division.—At St. Mary’s Hospital, Newport, 
Saturday, November 7, 2 to 5 p.m., and Sunday, November 
8, 10 a.m. to 4 p.m., refresher course. 

KENSINGTON AND HAMMERSMITH Division.—At Hammersmith 
Hospital, Ducane Road, W., Wednesday, November 4, 2 p.m., 
ward visits for general practitioners. 

LAMBETH AND SOUTHWARK Division.—At Lambeth Hospital, 
Brook Drive, Kennington Road, S.E., Sunday, November 1, 
11 a.m., clinical meeting. 

LewiIsHAM Division.—At Lewisham General Hospital, High 
Street, S.E., Friday, November 6, 8.30 p.m., meeting. Dr. 
T. M. L. Price: ‘“* The Early Signs of Cancer.” 

MIDLAND BraNncH.—(1) At Lecture Theatre, Nuffield House, 
Queen Elizabeth Hospital, Birmingham, Friday, October 30, 
8 p.m., meeting of Clinical and Pathological Section. (2) At 154, 
Great Charles Street, Birmingham, Thursday, November 5, 3 p.m., 
92nd annual meeting. Address by retiring President: ‘* Mechanics 
with Tears.” 

MONMOUTHSHIRE Division.—At Tredegar Arms Hotel, New- 
port, Tuesday, November 3, 8.15 p.m., dinner followed by a 
clinical discussion on “‘ Headache.’ Special speakers, Mr. L. J. 
Horne, Dr. Aneurin Hughes, Dr. J. C. H. Bird, and Dr. J. D. 
Spillane. 

NortH MIppDLESEX Division.—At North Middlesex Hospital, 
Silver Street, Edmonton, N., Tuesday, November 3, 2.30 p.m., 
practitioners’ round. 

NortH WALES BRANcH.—At Royal Hotel, Capel Curig, Thurs- 
day, November 5, 3 p.m., autumn meeting. B.M.A. Lecture by 
Mr. Emlyn E. Lewis. 

NorwicH Division.—At Assembly House, Norwich, Tuesday, 
November 3, 7.30 p.m., invitation by Norwich and District Branch 
of Pharmaceutical Society to B.M.A. Lecture by Mr. A 
Channings: ‘‘ New Drugs and the B.P. 1953.” 

NUNEATON ‘AND TAMWORTH Division.—At Red Lion Hotel, 
Atherstone, Tuesday, November 3, 8 p.m., informal supper; 
45 p.m., meeting. Symposium to be opened by Dr. P. A. V. 
Barford: ‘* Hypertension.” 

REIGATE Division.—At Burford Bridge Hotel, Dorking, Wed- 
ey. November 4, 7.30 for 8 p.m., Sth annual dinner and 
ance 

St. Pancras Division.—At B.M.A. House, Tavistock Square, 
London, W.C., Tuesday, November 3, 8.30 p.m., meeting. Dr. 
Dorothy F. Egan: “The Functions of Health Visitors and the 
Possibility of Co-operation Between Them and General Practi- 
tioners. 

SCUNTHORPE Division.—At Scunthorpe and District War Mem- 
orial Ng remy Wednesday, November 4, 8.30 p.m., meeting. Mr. 

R. Ewing: ‘ The Clinical History and Diagnosis of Cancer 
of the Large Bowel.” 

SHROPSHIRE AND Mip-WaLes BrancH.—At Royal Salop Infirm- 
ary, Shrewsbury, Tuesday, November 3, 8.30 p.m., meeting. 

SoutH-East Essex Division.—At Southend General <9 
Tuesday, November 3, 8.30 p.m., meeting. Address by Mr. W 
Law: “The Place of Surgery in the Treatment of Arthritis.”” - 

SouTH Essex a —At Oldchurch Hospital, Romford, 
Friday, November 6, 9 p.m., meeting. Dr. Andrew Topping: 
“The Medical Profession—A House Divided.” 

West SuFFo_K Division.—At Everard’s Hotel. Bury St. 
Edmund’s, Saturday, November 7, 7.30 for 8 p.m., 27th ‘“* Doctors’ 
Armistice ’’ Dinner. 


Meetings of Branches and Divisions 


BoLTon DIVISION 
The annual general meeting was held at the Victoria Hotel on 
July 30, 1953. There were 11 members present. The following 
officers were elected for 1953: 
Chairman.—Dr. L. F. Evans. 
Vice-chairman.—Dr. E. P. Johnson. 
Joint Honorary Secretaries —Dr. R. A. Cranna and Dr. M. S. 
Rowley. 


+ 


WINCHESTER DIVISION 

The annual meeting of the Winchester Division was held at the 
Royal Hotel, Winchester, on October 3. Dr. Rona'd Gibson was 
in the chair, and 51 members were present. The following 
officers were elected for 1953-4: 

Chairman.—Dr. C. F. Cope. 

Vice-chairman.—Dr. H. L. Cronk. 

Hon. Secretary and Treasurer.—Dr. G. Swift. 

Public Relations Secretary —Dr. Ronald Gibson. 

Representatives to the A.R.M.—Mr. H. H. Langston and Dr. 
G. Swift. 

The meeting was followed by a dinner, after which Dr. O. C. 
rt addressed the meeting in response to the toast of ‘ The 
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HEALTH SERVICES CONFERENCE 
MAKING THE MOST OF PRESENT RESOURCES 


The Institute of Public Administration arranged a Health 
Services Conference at Church House, Westminster, on 
October 28-30. A large attendance of representatives of 
hospital boards, executive councils, loca] health authorities, 
and local medical committees from most parts of the British 
Isles assembled under the chairmanship of Mr. HENRY 
LEssER for discussions on the general theme of “* Making the 
Most of Present Resources.” 


Domiciliary and Out-patient Services 


In discussing the question, “ Should domiciliary and out- 
patient services be extended ?” Professor A. LESLIE BANKS 
(Cambridge) pointed out that a great deal of work formerly 
done in the ward was now done in the out-patient depart- 
ment, and more could be done but for cramped accommo- 
dation. In studying the working of a large provincial group 
of hospitals as seen by the consulting staff, no great tendency 
had been noted on the part of general practitioners to un- 
load “rubbish” on to the hospital. In considering domi- 
ciliary care three social factors had to be taken into account: 
(1) the changes in age structure of the population, with an 
increased number of elderly patients with prolonged or 
recurrent maladies ; (2) inadequate housing ; (3) the prefer- 
ence of the public for hospital care, particularly expectant 
mothers for maternity accommodation. We had not reached 
the American standard of “99% of confinements in hos- 
pital and the remaining 1% in taxis,” but in some parts of 
this country 80% were hospital deliveries. 

Professor Banks said that Kipling might have written 
his story “ The Ship that Found Herself” around the present 
state of medical care. The objective was known, the highly 
skilled organization was available, but time and effort were 
wasted in trying to run the service in three different sections, 
each of which, like the components of Kipling’s ship, 
groaned against the others. A corporate spirit was lacking. 
There ought to be in the National Health Service a trained 
corps of administrators, lay and medical, trained not only 
in their own departments but in the others, who appreciated 
the need for an integrated service, interpreted the regula- 
tions liberally, and themselves formed a team undivided 
by administrative boundaries. 

Dr. H. K. Cowan (M.O.H., Essex) considered that the re- 
sources immediately available were not used to capacity. 
One of the pressing problems was the care of the chronic 
sick, but there were special hospitals and wings of general 
hospitals for the chronic sick, geriatric homes, health visi- 
tors, home helps, public assistance officers, voluntary 
workers, and a host of other agencies concerned with the 
problem. Under experienced geriatricians it was now pos- 


sible to rehabilitate chronically sick people who had been 
confined to bed for a long period, to mobilize the apparently 
immobile, and to return people to their homes to live in 
reasonable comfort. It was remarkable that so little had 
been done to provide a domiciliary geriatric service at all 
comparable with the modern geriatric units in hospital. 
The time was overdue for the chronic sick to receive domi- 
ciliary service, with home nursing, physiotherapy, chiropody, 
and so on. In many areas there were numbers of women 
who were not only State-registered nurses but had under- 
taken a considerable amount of post-certificate training to 
enable them to take the techniques learned at hospital into 
the more difficult life of the home. There was no reason 
why these women should not deal, if home conditions were 
suitable, with cases in the early stages of recovery so that 
they could be discharged from hospital at an earlier date. 


The General Practitioner and the Home 


Dr. A. BEAUCHAMP (Chairman, Birmingham Local Medical 
Committee) said that if patients were sent home under skilled 
nursing care it would alleviate the problem. But the general 
practitioner was the only person who knew to what kind 
of home the patient would return, and in thirty years’ prac- 
tice he had never been asked by a hospital officer whether 
the home was suitable for earlier return. Domiciliary nur- 
sing presupposed an adequate nursing service, and home 
helps as well as district nurses were in short supply. “In 
general practice I want a nurse who can go into a home 
and nurse a 14-stone patient in a double bed in a single 
room.” , 

Many out-patient departments, Dr. Beauchamp continued, 
were “a bit like Paddington station.” Much could be done 
by reorganization without rebuilding. Medical staff did not 
keep their appointments at the proper time. Patients were 
called en bloc for 9 a.m., and some of them not seen until 
11. The out-patient hall was an anachronism. 

Women should not be encouraged to go into hospital for 
normal confinement. They were just as safe or safer in 
their own homes. Hospital midwifery in America in no 
way compared with domiciliary midwifery here. In teach- 
ing hospitals it cost £20 a week for a woman to have her 
baby in hospital. The answer to the question before the 
Conference was: “Use properly the resources already 
available.” B 

Dr. J. GREENwWoop Witson (M.O.H., Cardiff) said that 
after Dr. Beauchamp’s speech he would never say again 
that the general practitioner had not got a preventive out- 
look. Professor Banks wanted to have a trained corps of 
administrators, but until 1946, when a dynamic personality 
said that the Service, like Gaul, must be divided into three 
parts, the administrators had not been conscious of any 
such division. 

. 2546 
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Mr. WiLLis (clerk to the Rotherham Executive Council) 
suggested that medical officers of health, secretaries of hos- 
pital management committees, and clerks of executive coun- 
cils in each locality should meet together on a principle 
of co-option to each other's councils; also that doctors 
staffing out-patient and casualty departments should get 
together with the general practitioners. Dr. J. O. F. Davies 
(Oxford) said that the dismal (and rather overdrawn) pic- 
ture of geriatric patients would be greatly ameliorated if 
hospitals shared the responsibility with the home and the 
general practitioner. Dr. Howie Woop (Isle of Wight Local 
Medical Committee) said that executive councils had the full 
confidence of general practitioners and had proper medical 
representation, which did not obtain in other branches of 
the Service. He had yet to hear of an executive council 
which complained of being “ bossed around” by its medi- 
cal members, but in regional hospital boards there were 
murmurs of an undue degree of medical representation. 
Mr. JoHN Dopp (Secretary, Bristol Local Medical Com- 
mittee) gave some glaring examples of delay in informing 
the patient’s doctor of his discharge from hospital or of his 
death. Dr. A. TaLsor Rocers urged that out-patient 
departments should be consultative only. When doctors 
sent patients to a consultant they did so for his opinion 
and advice; the same should obtain in the out-patient 
department. 


The Economics of Prescribing 


Another session was devoted to the possible contribution 
of the medical profession to economy in prescription and 
treatment. Dr. A. M. G. CAMPBELL, whose paper was read 
for him by Dr. Glyn Hughes, said that at Bristol Royal 
Hospital an economy committee consisting of five members 
of the staff had set itself to cut down the increasing drug 
bill, especially for antibiotics. The chief dispenser out- 
lined to them each month the individual items and their 
cost, and after discussion, if any expenditure was thought 
excessive, steps were taken to curtail it. As a result there 
had been a saving of about £1,000 a year. The pharmacists 
had been told wherever possible to dispense B.P. drugs as 
opposed to any proprietary compound, unless the latter was 
specifically ordered by the consultant. Economy in general 
practice, however, was a much more difficult matter. The 
general practitioner was more likely to prescribe a drug 
that could be given by mouth rather than injected. One 
general practitioner of his acquaintance tended to prescribe 
proprietary compounds because he could remember their 
names more easily, and in a busy practice it was a considera- 
tion to be able to write one word instead of three. The 
College of General Practitioners should interest itself in 
economy and correct use of drugs. 


The Question of Proprietaries 


Mr. JoHN Hansury (Allen and Hanburys Ltd.) said that 
antibiotics accounted for about 40% of the expenditure on 
drugs and dressings in hospitals to-day. But if the rational 
use of antibiotics shortened the patient’s stay in hospital by 
a few days or weeks (the average weekly cost of a patient 
in a hospital bed being £15) it was well justified economi- 
cally. It was assumed that proprietary drugs were more 
costly than their non-proprietary equivalents, but in a repre- 
sentative cross-section of commonly prescribed substances 
it was found that, while 48% of the proprietaries were 
dearer, 35% were cheaper. Some would like an absolute 
embargo on proprietaries. This would lead to the rise of 
imitators, who would make their products as cheaply as 
possible and be unable or unwilling to accept adequate 
pharmacological or other control. 

Mr. Hanbury added that by far the greater number of 
drugs introduced to the medical profession during the last 
30 years had been worked out in the research laboratories 
of pharmaceutical chemists. The pharmaceutical industry 
had rendered good service to the profession and to national 
health, and the discouragement of proprietary products 
would bring the imitator right into his own. “At the same 


time, he was no believer in Jaissez-faire. Some degree of 
guidance and restraint to discourage excessive prescription 
was imperative. 

Dr. STANLEY THOMAS (Vice-chairman, East Ham Execu- 
tive Council) agreed that in the case of antibiotics there 
was something to be set on the credit side. These prepara- 
tions had enabled the family doctor to treat many patients 
in their own homes at a fraction of the cost of hospitaliza- 
tion. There was an appalling waste in out-patient depart- 
ments in some hospitals. In assessing the general practi- 
tioner’s liability, one might bear in mind the consultant who 
ordered various substances of nutrient value which were not 
prescribable by the general practitioner, who, however, 
might have to face an inquiry and possible surcharge, when 
it would be no excuse for him to say that they were ordered 
by the consultant. The increase in the price of dressings 
was not always borne in mind when people exclaimed at 
these costs ; cotton-wool to-day was three times the price 
it was in 1941. 


Substitution of Equivalents 


Many pharmacists and clerks to executive councils made 
suggestions for economies in drugs and dressings. It was 
stated that in London during the last complete year over 
20 million prescriptions were dispensed at an average cost 
of about 4s. During the five years since the Act came into 
operation no doctors in London had been brought before 
the executive council and fined for excessive prescribing. 
Mr. A. G. SHort (President of the Guild of Public Pharma- 
cists) urged that some method be adopted for stopping the 
continuing use of antibiotics in cases in which they were 
no longer effective. The pharmaceutical department in hos- 
pitals should be given authority to substitute official drugs 
when they were equivalent to the proprietaries named. 
Much economy could be effected in dressings. Gauze, dear 
and difficult to obtain, need not be used when small swabs 
would do the job just as efficiently. 

Dr. TaLBot RoGeERs said that the doctor in general prac- 
tice never knew whether in his endeavour to give good ser- 
vice to his patients he was keeping in step with his colleagues. 
It was not fair to compare prescribing in different parts of 
the country—the prescribing of a doctor in a Lancashire 
town, for example, with that of a doctor in a Hampshire 
village—but it was a good thing to compare the prescribing 
of doctors in adjacent streets, as was done under National 
Health Insurance. Dr. A. BEAUCHAMP urged that the student 
should be taught not only pharmacology but also prescrib- 
ing, which was not at all the same thing. 

Mr. HANBURY, in reply, took exception to the suggestion 
that the pharmacist should take authority unto himself to 
substitute a non-proprietary for a proprietary. Many equiva- 
lents were only reputedly so. The tone of the discussion, 
he added, had been all in favour of intelligent co-operation 
between doctors and pharmacists. The latter were nowadays 
very well informed and trained people. He protested against 
a suggestion that the wireless could help in removing mis- 
taken ideas about drugs; it was more likely to encourage 
hypochondriacs. 


Use of Medical Manpower 


One session was devoted to the question whether man- 
power was used to the best advantage. The discussion turned 
largely on nursing and domestic service in hospitals. Sir 
ZACHARY Cope spoke of medical manpower—a difficult 
problem, he said, because of the strongly individualistic 
character of the profession. Under the old voluntary hos- 
pital system consultants were not paid and it was necessary 
for them to get a fair connexion often at hospitals sepa- 
rated by considerable distances. That system had been 
inherited by the N.H.S., but it was not essential, and man- 
power would be saved if in future, when appointments were 
made to various hospitals, there was close scrutiny of where 
in relation to the hospital the physician or surgeon pro- 
posed to live. Another suggestion was that in various 
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parts of the country where there were clinics close together 
covering the same field such clinics should in future be 
combined. 

On the question of whole-time service, Sir Zachary Cope 
said that they all recognized that some posts were well fitted 
for whole-time occupancy and some men were well adapted 
for that form of work. Each regional board should be pre- 
pared to sanction, in consultation with the medical com- 
mittee, whole-time employment in particular cases. Finally, 
the new service involved a good deal of committee work, 
which consumed valuable time. Men in consultant practice 
should be released from this for their clinical duties so far 
as possible. 


Medical Planning in the Regions 


Sir FREDERICK MESSER (Chairman, Central Health Services 
Council) pleaded for a National Health and Welfare Board, 
somewhat on the lines of his own council, to have overall 
responsibility for the administration of the service instead 
of the Ministry of Health. Hospital regions should be re- 
duced in size, and regions should conform to the boundaries 
of groups of local authorities. 

Dr. T. Ltoyp HuGues (Liverpool Regional Hospital 
Board) said that the regional plan had enabled rationaliza- 
tion and an effective redistribution of specialist and con- 
sultant services to take place, so that each area had its 
proportion of specialist services, though certain essential 


developments had been prevented by the restriction on allo- - 


cation of capital. The problem of junior hospital medical 
staff called for much thought. Advances in technique re- 
quired more junior staff to carry out the various procedures, 
but with the pre-registration year and the two years’ 
National Service the young medical officers were not as ready 
to go back to hospital as in the past. 

Dr. T. A. Morrison (Chairman, Brighton Executive 
Council) said that, although the general practitioner had been 
called the first line of defence, this was only lip-service, and 
in fact he had become more and more a purveyor of pre- 
scriptions and certificates and less and less a clinician and 
adviser. Out of this ruck the doctor must be raised, and the 
Ministry, the regional board, and the local health authority 
must be prepared to help him. The general practitioner 
should have a bigger stake in the hospital service. Clinical 
assistantships were not the complete answer; they did not 
furnish the line of continuity from home through hospital 
and back home again. Interchangeability between registrars 
and general practitioners merited consideration. This would 
admit the general practitioner to the hospital service and 
ensure that the specialist had early experience of general 
. medicine. 

Sir ALLEN DALEy (late Chief Medical Officer, L.C.C.) said 
that regional boards were too few and too big, and there 
were too many executive councils and local health authori- 
ties in each region. The fact that there were only 14 
regional boards was due to the supposed necessity of having 
a teaching hospital within each region. But there could 
be association between non-teaching hospitals and regional 
boards without a teaching hospital within the boundary. 
The original White Paper and the Willink proposals pre- 
sumed 40 regional boards, and this would make it possible. 
except in Greater London, to ensure non-interference with 
county boundaries. 








THE “NATIONAL FORMULARY ” 


The Joint Formulary Committee has considered criticisms 
of the arrangement of the National Formulary, 1952, received 
from medical and pharmaceutical organizations and from 
individual members of both professions, and has decided to 
revert, in the next edition, to the arrangement used in the 
National Formulary, 1949. Abbreviated Latin titles will be 
used as the main titles for individual preparations; full 
Latin titles will not be included. The Committee is investi- 
gating a proposal that a limited edition should be published 
using a pharmacological and therapeutic arrangement. 


DOMICILIARY PHYSIOTHERAPY 


The Physical Medicine Group Committee at a recent meet- 
ing discussed domiciliary physiotherapy and had the benefit 
of representatives from the General Medical Services. 
Committee to express the point of view of the general 
practitioner. 

Domiciliary physiotherapy presents several difficulties, 
and the cost appears to be one of the most serious ; there 
is also a scarcity of physiotherapists available for the work. 
Because of the time spent in travelling when a physio- 
therapist visits the patient’s home, it is more economical 
and convenient to bring the patient to a centre where all 
equipment is available. There are certain conditions, how- 
ever, which prevent patients from attending at a hospital 
clinic, and for these treatment in the home may be essential. 
Another factor mentioned was the inability of mothers to 
leave young children while they attended at a hospital for 
perhaps several hours twice or three times a week. 

Again the early treatment of conditions such as “lum- 
bago” may shorten the illness considerably, whereas the 
arrangements for attendance at hospital necessarily impose 
some delay before treatment can be started. The general 
practitioner, too, is anxious to supervise his own cases, and 
by sending a patient to a hospital he may lose touch with 
the case. 

It was thought that domiciliary physiotherapy would help 
to relieve overworked physical medicine departments, and 
a domiciliary van or vans might be equipped instead of 
extending such departments. Cost would have to be con- 
sidered, though this would offset in some measure the 
number of ambulances or cars required for taking patients. 
to hospital for physiotherapy. It was mentioned that in 
many towns there are private physiotherapists who could 
be employed by hospitals for domiciliary work, and also 
that voluntary effort and the assistance of bodies such as 
the Red Cross would supplement official arrangements. 

It was agreed that the supervision of cases would have 
to be considered so that treatment should not go on 
indefinitely. To prevent this the domiciliary service could 
be linked to a physiotherapy department and the consultant 
in charge see all cases at intervals. 

Another point raised was that some patients are unable 
to attend physiotherapy departments at the stated times, 
and for them, if evening clinics could not be provided, a 
domiciliary service might be possible. 

It was generally agreed that general practitioners should 
have access to physical medicine departments, and if this 
were the custom the general practitioner could make the 
necessary arrangements for the domiciliary service of his 
patients in need. 

The position was summarized by the conclusion that 
domiciliary physiotherapy was highly desirable and in many 
places appeared to be absolutely necessary, though it was 
recognized that the provision of such a service was not 
practical at the present time. Meanwhile the following 
lines could well be explored in various localities : 

The use of private physiotherapists, perhaps with some subsidy 
from private and voluntary organizations. 

Wherever possible, particularly in rural areas, there should 
be an extension of the present arrangements whereby vans 
equipped with necessary apparatus are provided. 

The possibility of evening clinics should be explored, and 
also access by general practitioners to physical medicine depart- 
ments. 


In conclusion, it was emphasized that the number of 
cases for which domiciliary physiotherapy is essential is 
relatively small. Unless this is appreciated, the opportunity 
of making progress in this connexion might be lost for fear 
of the expense. 





Registrars’ Group, Scottish Western Region.—An extra- 
ordinary general meeting will be held on Friday, Novem- 
ber 13, at 7.30 p.m. in the Lister Lecture Theatre, Glasgow 
Royal Infirmary. 
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BROMLEY DIVISION DINNER 
MR. MACMILLAN ON DEBT TO DOCTORS 


We all owed a debt to the profession, not only as doctors 
but as family friends, said Mr. HAROLD MACMILLAN, Minister 
of Housing and Local Government, at a dinner of the Brom- 
ley Division on October 28. Proposing the toast of the 
B.M.A., he said that, as an amateur, he had probably a 
greater knowledge of doctoring than most men. From his 
experience in hospitals since the first world war he could 
compare old methods with new, and it was quite a pleasure 
to have an operation these days. The doctors’ work was 
more than a profession, it was a service, he said, and we 
had come to rely on their great tradition. The politicians 
were still mucking about with them, but the doctors carried 
on with the highest standards of professional conduct with- 
out worrying about it. 

The chairman, Dr. H. J. Parish, welcomed the Minister 
and his wife, and the secretary, Dr. J. W. Ewart Purves, 
replied to the toast of the Association. The Association at 
Bromiey, he said, was made up of all political ideals, but 
they all welcomed the man who had the gift of understand- 
ing his constituents. 





Notes and News 








Hospital Costing.—The Minister of Health has set up a 
working party to devise a system of hospital costing based 
on departments and services. The system could be used 
to supplement the existing subjective accounts system of 
dividing expenditure under such headings as salaries and 
wages, drugs and dressings, and provisions. His decision 
follows consideration of comments received from hospital 
bodies on the “ Reports on Hospital Costing” prepared by 
the King Edward’s Hospital Fund for London, the Nuffield 
Provincial Hospitals Trust, and a subcommittee appointed 
by the committee of regional hospital board treasurers. 
The Minister considers that, while it is not practicable at 
present to replace the present subjective accounts system 
by one based on the departments and services of a hospi- 
tal, a system of departmental and unit costing (supplemen- 
tary to the subjective analysis. of expenditure in the 
accounts), in at any rate the larger hospitals, would be of 
value to hospital administration and would facilitate 
efficient and economical spending. The working party 
includes representatives of the Ministry, the administrative 
and financial officers of the various types of hospital 
authorities, the King’s Fund, and the Nuffield Trust. It 
will suggest to what types and sizes of hospital the sys- 
tem it recommends should apply and will be free to sug- 
gest different systems for different types and sizes. 


Exchange of Hospitality—A French surgeon’s son, aged 
16, at present at school in London, would like to receive 
occasional hospitality at week-ends, and possibly during the 
Christmas or Easter holidays, from a medical, preferably 
Catholic, family in London, and in return an English boy 
or girl could stay during the summer holiday either at the 
French surgeon’s home in the Vendée or at his summer 
house on the Brittany coast. 


A French doctor’s daughter, aged 20, would like to 
receive hospitality from a British medical family and in 
return could teach French and help look after children. 
She has had some experience with children, for she is one 
of a large family and has been a cub mistress for the past 
three years. 

Anyone interested should communicate with Dr. H. A. 
Sandiford, International Medical Visitors’ Bureau, B.M.A. 
House, Tavistock Square, London, W.C.1. 


Correspondence 








Care of the Tuberculous 


Sir,—The above section of the report of the General 
Practice Review Committee (Supplement, September 26, 
p. 103), even though collected in July, 1951, appears to 
show a lack of information among principals of the present- 
day set-up of chest diseases in the N.H.S. The “ tuberculosis 
officer” as such has in most regional hospital board areas 
been replaced by the chest physician. This is not a mere 
change of name, but implies a widening of the latter’s work 
to include all types of chest diseases. Chest physicians are 
of various grades, from part-time and full-time chest consul- 
tants, S.H.M.O.s, and assistant chest physicians. At least 
two regional boards still appoint “tuberculosis physicians ” 
of S.H.M.O. status to work under chest consultants. 


All these grades are appointed and remunerated by the regional 
boards, and not the borough or county councils, although they 
undertake care and prevention work which is still in the N.H.S. 
the responsibility of the local authorities, in the same way that 
these authorities are responsible for the aftercare work of any 
patient once they leave hospital, whatever the disease. 

The chest physician is available for domiciliary consultations in 
the same manner as any other specialist, on request, but the care 


‘of the patient in the home is primarily the responsibility of the 


family doctor. The criticism that “ the tuberculosis officer rarely 
visits the patients’ is a relic of the pre-1948 days, when some 
practitioners appeared to pass all responsibility to t.1.e now defunct 
tuberculosis officer. 

For those patients who are unfit to attend the chest clinic, it 
is the practitioner’s responsibility to request a domiciliary con- 
sultation if he wishes to have further guidance. There is no 
division of responsibility: the primary care of the tuberculous 
in the home lies with the practitioner. That practitioner who 
declared that ‘far too many cases clutter up the visiting list ” 
is not carrying out his terms of service under the N.H.S. 


As to the bed position, the position has improved out of all. 


recognition within the past two years. In my hospital area, 
whereas the waiting-list was nine months in 1951, it is now two 
to three weeks. The treatment of patients in huts is now obsolete 
because of the better rehousing programme. 

The criticism of the “dilatory easy-going attitude” to the 
problem by the public health department, etc., and the “ great 
time lag” in putting into effect treatment is a misstatement, as 
the public health department has no longer any concern with 
— which is the responsibility of the regional hospital 
boards. 


Many R.H.B.s have now completed their rearrangements 
of their chest services, although in isolated instances these 
are not yet complete. Their chest physicians run out-patient 
clinics either in hospitals or in isolated clinics, which in 
time will be removed to within the structure of the hospitals 
—at least that is the modern tendency. Health visitors or 
tuberculosis visitors are still employed by the local authori- 
ties and attend the various chest clinics so that they can 
have a link-up with their work in the homes. 

Most chest clinics, especially those within hospitals, are 
no longer “tuberculosis dispensaries” but deal with all 
types of chest diseases, and many chest consultants have 
their own beds in general hospitals for the treatment of 
non-tuberculous chest diseases. 

I hope this will clear up some of the erroneous statements 
expressed in this section of the report.—I am, etc., 

Worthing. E. W. THOMPSON Evans. 


Service Recruitment 


Sir,—There are three problems in the recruitment of 
medical officers. First is the recruitment of the long-service 
medical officer, whose prime duty must be to maintain the 
administrative and training establishment. The second is to 
ensure that wherever he may be serving the Serviceman can 
have readily available the professional care and skill at least 
equal to that obtainable in civil life. The third is the 
military training of National Service medical officers, not 
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merely in military medicine, but also in the practice of com- 
mand and training of troops. 

Potential recruits for long-service commissions are 
basically of two types: the soldier with a medical qualifica- 
tion and the doctor who is also interested in the Services. 
Provided the remuneration is reasonable the former will 
always serve. The latter will never do so unless they have 
failed to make the grade in civil life. 

Dealing as it does almost entirely with the young, fit, 
adult male, the scope of general and specialist practice is 
severely restricted. Even in civil life a population of about 
75,000 is the minimum upon which a worthwhile consultant 
practice can be based, and in the peacetime Services even a 
community of 250,000 would hardly produce work of a 
corresponding professional interest. Military considerations 
would never allow concentrations of that order. Only in a 
few specialties such as tropical medicine, hygiene, and bac- 
teriology can the Services hope to offer a career of absorbing 
interest. Too many National Service medical officers fail 
to realize why Parliament has put them into uniform. It is 
not so that they can engage in medical practice but so that 
they can become properly trained officers and subsequently 
competent members of the reserve Army. The kernel of the 
problem is that of providing medical care for the Serviceman 
in peace. At present training and administration is suffering 
from the fact that far too high a proportion of regular 
officers are being trained as specialists and the military train- 
ing of National Service medical officers is suffering. 

There is only one solution, and even though it is un- 
pleasant it is a fact which I think must be faced. To-day 
we have largely a citizen as opposed to a professional army 
and a National Health Service. It is logical, therefore, to 
make the responsibility for medical care of the Serviceman in 
peacetime the responsibility of the Ministry of Health, and 
this must apply to troops based both at home and overseas. 
The ordinary National Service of the medical officer could 
then be cut down to a year’s military training immediately 
after registration, and thereafter any registered medical prac- 
titioner working in the Health Service would be liable for 
further professional duties with the armed Forces. This 
would probably work out at something like a further year’s 
service between the ages of 40 and 45. In this way the 
ordinary medical care of troops would not only be looked 
after by experienced general practitioners but the Services 
would have the valuable skill of the established consultant.— 
I am, etc., 

London, W.1. Guy RiGBy-JONEs. 

Sir,—I have read Dr. L. C. Kreeger’s letter (Supplement, 
October 24, p. 178). The attitude to Army life expressed in it 
shocks me. 

Surely the highest form of service we can give our country 
is membership of her armed Forces. Not for nothing 
did the old Romans, who kept the peace—peace, mark you, 
Sir—in the world for five hundred years use the word miles 
as either “ soldier ” or “ man.” 

Dr. Kreeger complains of “lack of professional status ” 
and of doing non-medical work. Can he not see that a 
soldier’s duty is to serve, not to get? An M.O. in the Army 
is privileged to do his National Service as a commissioned 
officer from the start. How can he complain if he is paid 
the compliment of being given work to do to which other 
officers have but painfully acquired the right after service 
in the ranks ? This is a matter for self-compliment, not for 
complaint. 

Too many M.O.s think that National Service, or regular 
service, are means to their own personal ends alone, that the 
Army is lucky to have these demi-gods in it. Service in a 
Service means subordination of one’s self to the good of that 
Service, and, as Jacob found after wrestling with a disguised 
angel, in the end one is blest. An M.O. must be an officer 
first and a doctor second. He will then be a better doctor, 
because his one aim will be the good of his men because 
they are his men, and he will know how to achieve this and 
combine it with the advancements of that Service of which 
he and they are alike members.—I am, etc., 


Richmond, Yorks. C. ILIFFE. 


Quality in General Practice 


Sir,—After reading some of the recent correspondence in 
the British Medical Journal under the titles “‘ Quality in 
General Practice” and “ Sweated Doctors,” I realize how 
fortunate I was to qualify in 1930 and not in 1950. As a 
house-surgeon in 1930-1, I was better off financially than 
the house-officer of to-day, allowing for the great difference 
in the cost of living and income tax, and the fact that my job 
was “all found” and that there were legitimate extras to 
supplement my salary. 

It surely must be admitted that more knowledge is required 
of the young doctor to-day. The medical course is longer 
and more extensive, and he must have a practical knowledge 
of techniques little used, or as yet undiscovered, when I 
qualified. There are, of course, good and bad among the 
house-officers of to-day as there always have been, but I 
must admit that I have been favourably impressed by the 
knowledge and ability of some of the recent and relatively 
recent graduates with whom I have worked, and I have been 
glad to learn many things from them. 

I feel a very real sympathy for the young doctor to-day. 
If he aspires to the specialties or general medicine or surgery, 
examinations which are virtually competitive and of increas- 
ing complexity and difficulty await him. Then if, despite 
having acquired the necessary higher qualifications, there are 
not sufficient vacancies available, he turns to general prac- 
tice, he is liable to be rejected by committees, not because he 
is too poorly but because he is too highly qualified. Is this 
why we are exporting so many of our promising young 
doctors? If so, can we afford to lose them ? 

When I qualified I am grateful to remember that these 
committees had not yet been invented and one could go into 
practice where one chose and stand or fall on one’s own 
merits. Britain was then free. 

Dr. C. J. Gordon Taylor (Supplement, October 24, p. 179) 
particularly mentions the M.R.C.P. This extremely difficult 
examination requires a very sound and detailed knowledge 
of medicine and allied subjects, and, though the G.P. also 
has to practise the other branches of his profession, surely 
a profound knowledge of medicine should still be considered 
a good practitioner’s most essential asset. A doctor possess- 
ing sufficient intelligence and perseverence to pass this exam- 
ination—and these are qualities much needed in practice— 
should have little difficulty in bringing his knowledge of the 
other branches of his profession up to the not too exacting 
standards necessary to-day when specialist and hospital assis- 
tance are so ready to hand. And in any case an intelligent and 
keen man will not be content to remain inadequate in any 
branch of practice. Has a sound knowledge of medicine 
ceased to be considered the hallmark of good practice? I 
hope not. 

It is surely a shortsighted policy to refuse admission to 
general practice to men with higher qualifications. The 
standards of general practice can hardly be said to have 
risen since 1948 and one doubts if the new College of 
General Practitioners will save the day—the suggested re- 
quirements for membership of this college give one little 
reason to hope.—I am, etc., 


Londonderry. DonaLD J. C. Dawson. 


Sir,—I disagree entirely with Dr. C. J. Gordon Taylor 
(Supplement, October 24, p. 179). First and foremost, it is 
essential in any branch of medicine to be a good diagnos- 
tician. It is equally important for the physician to diagnose 
an acute appendicitis or a perforated peptic ulcer or a rup- 
tured ectopic as it is for a surgeon to diagnose or to suspect 
a lobar pneumonia, coronary thrombosis, or impending 
diabetic coma. Moreover, some of us have had to take the 
M.R.C.P. from general practice while doing obstetrics and 
minor surgery. 

No, Sir, the reason why M.R.C.P.s cannot enter general 
practice is because there are not sufficient practices avail- 
able. It is high time that there was more co-operation 
among us all in all branches of medicine. There should be 
more consultant posts, a better future for the registrar, and 
a lowering of the maximum lists, with a corresponding 
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crease in the capitation fee, so as to allow more doctors to 
enter general practice. Then and only then will you get an 
efficient National Health Service. 

1 feel the consultants are underpaid for their sessions con- 


sidering their experience, qualifications, and number of 


patients to see or operate upon, but the position of the senior 
registrar is scandalous. 

I have no axe to grind, but it is time we G.P.s thought a 
little about our other colleagues.—I am, etc., 

W. Harrow, Middlesex. D. V. MorGAN-JONES. 





Association Notices 





CHANGE OF NAME OF BRIGHTON DIVISION 


Notice is hereby given by the Council of the Association 
that the name of the Brighton Division of the Sussex Branch 


has been changed to Brighton and Mid-Sussex. 
A. MACRAE, 
Secretary. 


NORTHERN RHODESIA BRANCH 


Notice is hereby given by the Council to all concerned that 
it is proposed to reconstitute the existing Northern Rhodesia 
Branch, which has no Divisions, into one with two Divisions 
with the following titles and areas : 


(a) Northern Division, comprising tfie Western Province with 
the districts of Kawambwa and Fort Rosebery. 

(b) Southern Division, comprising the Northern Province (ex- 
cluding the districts of Kawambwa and Fort Rosebery), and the 
Eastern, Central, Southern, and Barotse Provinces. 


Any member affected by this proposal and objecting 
thereto should write to the Secretary of the Association by 


Monday, December 14, 1953. 
A. MACRAE, 


Secretary. 


Diary of Central Meetings 


NOVEMBER 

9 Mon. Registrars Executive Committee, 2 p.m. 

10 Tues. Distribution Subcommittee, Medical War Relief 
Fund Committee, 11.30 a.m. 

10 Tues. Building Committee, 2 p.m. 

11 Wed. Joint Subcommittee of General Medical Services 
and Public Health Committees on Health 
Visitors, 10.30 a.m. 

11 Wed. Psychological Medicine Group Committee, 2 p.m. 

11 Wed. Consultants and General Practitioners Liaison 
Committee, 2 p.m. 

12 Thurs. Amending Acts Committee, 2 p.m. 

13. Fri. ex ealth Committee, Special Meeting, 

30 a.m. 

13. Fri. Staff Side Medical Whitley Council, 3.45 p.m. 

17 Tues. Arrangements Committee (Toronto, 1955), 11 a.m. 

17 Tues. Medical War Relief Fund Committee, 12.30 p.m. 

17 Tues. Subcommittee on Admission of Students to 
Medical Schools, 2 p.m. 

18 Wed. Transport Medical Standards Subcommittee, 
Occupational Health Committee, 2.30 p.m. 


Branch and Division Meetings to be Held 


BLACKPOOL AND FyLpge Division.—At Savoy Hotel, Queens 
Drive, Blackpool, Wednesday, November 11, 7.15 p.m., dinner ; 
8.30 p.m., Dr. S. F. Gilbert: “ Hypnosis in Medicine.” 

BoLTon Division.—At Gymnasium, Bolton Royal Infirmary, 
Tuesday, November 10, 8.30 p.m., film show. Sound and colour 
films :, (1) “* Special Problems in Peptic Ulcer ”’; (2) “ Radiography 
of the Vertebrae.” 

BroMiey Drvision.—At the Bell Hotel, Bromley, Thursday, 
ore 12, address by Dr. W. Hedgcock (Assistant Secretary, 

BuURTON-ON- TRENT ie —At Bretby Golf Club, Ashby 
Road, meg ie sy pga 10, 7.45 p.m., 
ant; lecture by Dr amps: “Death in Rillington 

lace.” 

CHESTERFIELD Division.—At Walton Sanatorium, Chesterfield, 
Pride see a 13, 8.45 p.m., meeting. Presidential Address 

Dr. R Knowles: ‘“‘ Some Illustrations of Contact 


| a, R; 
Crry Diviston.—At Finsbury Health Centre, Pine Street, E.C., 


Tuesday, November 10, 8.30 | ,P.m., meeting. Mr. J. Vincent 
O’Sullivan: “ Dysmenorrh ea.” 


Croypon Division.—At 43, Wellesley Road, Croydon, Tues- 
day, November 10, 38. 30 p.m., general meeting. Address by Mr. 
A. York Mason: “ Some Aspects of the Surgical Treatment of 
Peptic Ulceration.” 

Doncaster Diviston.—At Messrs. Parkinsons’ Café, High 
Street, Doncaster, Tuesday, November 10, 7.30 p.m., joint 
with Doncaster Medical iety. Dinner, followed by Address by 
Dr. H. L. Settle: “ The Work of a Health Department.” 

Dubey Division.—At Education Offices, St. James’ Road, 
Dudley, Tuesday, November 10, 9 p.m., annual general meeting. 

East Herts Division.—At Hertford County Hospital, Thurs- 
day, November 12, 8.30 p.m., clinical meeting. Members of Hert- 
ford Medical Society are invited. 

East ag Division.—At Chez Laurie Restaurant, Thanet 
Way, Herne Bey. t Thursday ey 12, 7.30 p.m., 

8.45 p.m., Dr. Frenc edico-Legal Problems.” 

East YORKSHIRE ae. —At Quer wy Hull, Wednesday, 
November 11, 8.30 Fm . Dr. A. D. Leishman : 

“ Treatment of the Cardiac 7 in General Proctne.” 

ENFIELD AND Potters Bar Division.—At Chase Farm Hospital, 
had Ridgeway, Enfield, Friday, November 13, 8.30 p.m., meeting. 

ate. 

Grimssy_ Drviston.—At Scartho Road Infirmary, Grimsby, 
LL November 12, 8.30 ‘> clinical meeting. Professor 
W. McMenemey: “ The boratory and the G.P.” All 
pot of the pro aaa are invited. 

GuttpForp Division.—At Royal Surrey county. Hospital, 
Guildford. Thursday, November 12, 8.30 p.m., Dr. C. C. Chester- 
(onth: a LS sees Diseases to be Expected in Troops from Korea ” 
wit m 

HastTinGs Division.—At Royal East Sussex Hospital, Hastings, 
Tuesday, November 10, 8.15 p.m., meeting. Address by Dr. K. 
Shirley Smith: “ Practical Problems of Cardiac Infarction with 
yay Reference to the Treatment of Shock” (illustrated by 
slides) 

HENDON Dtvision.—At Hendon Hall Hotel, London, N.W., 
Tuesday, November 10, 8.45 p.m., meeting: Dr. W. S. C. Cope- 
man: ‘“ Modern Treatment of Rheumatism.” 

KENSINGTON AND HAMMERSMITH Division.—At Hammersmith 
Hospital, Ducane Road, W., Wednesday, November 11, 2 p.m., 
ward visits for general practitioners. 

KeEsTevVEN Division.—At White Hart Hotel, Sleaford, Thurs- 
day, November 12, 7 for 7.30 p.m., dinner; 8.30 p.m., Address by 
ee 4 Grey Turner (Assistant Secretary, B.M.A.): “ "Quacks and 

uackery. 

KINGSTON-ON-THAMES Drvision.—At Kingston Hospital, 
Wolverton Avenue, Kingston-on-Thames, Tuesday, November 10, 
7.30 p.m., clinical meeting. 

LeIGH Division.—At Courts Hotel, Church Street, Leigh. Tues- 
day, November 10, 8.30 p.m., annual general meeting. Address 
by aes A. McNair Aitken: “ Some Medical Aspects of Atomic 

ombs.” 

Nort BEDFORDSHIRE Division.—At Bedford General Hospital, 
Wednesday, November 11, 8.30 p.m., joint clinical meeting with 
Bedford Medical Society. 

Nortu Mipptesex Division.—At Highlands Hospital, Winch- 
more Hill, N., Tuesday, November 10, 2.30 p.m., clinical meeting. 

Reapinc Division.—At Royal Berkshire Hospital, Reading, 
Wednesday, November 11, 8.30 p.m., meeting. Discussion on the 
personal and professional "relationships between doctors—“ Bridg- 
ing The Gulf.” Introductory speakers, Dr. J. J. Kempton, Dr. 
W. G. Tait, Dr. E. Hughes, and Mr. G. T. W. Cashell. 

ROcHDALE Division.—At Kingsway Hotel, Rochdale, Monday, 
November 9, 8.30 $= ., Clinical meeting. Dr. N. J. de Ville 
Mather: “ Present Views on Schizophrenia.” 

ScaRBOROUGH Division.—At Scarborough Hospital, Thursday, 
November 12, 8.30 p.m., joint meeting with Scarborough Law 
Society. Professor C. J. Polson: “ Poisons and Homicidal 
Poisoning.” 

SoutH Essex Diviston.—{1) At Oldchurch Hospital, Romford, 
Friday, November 6, 9 p.m., meeting. Dr. A. Topping: “ Medicai 
Profession—A House Divided.” (2) At Hyde Park Hotel, 
London, S.W., Thursday, November 12, 7.30 p.m. to 1 a.m., 
dinner dance. 

SUNDERLAND DIVISION. re: At Royal Infirmary. Sunderland, 
Thursday, ne ng 12, 3 p.m., meeting. Annual address by 
Professor Charles F. W Tilingworth : “The Peptic Ulcer.” (2) At 
Seaburn Hotel, Sunderland, 7.30 p.m., annual dinner. 

Tower HaMtets Division—At Mile End Hospital, Bancroft 
Road, E., Friday, November 13, 3 p.m., clinical meeting. 

Tunsripce Weis Division.—At Kent and Sussex Hospital, 
Tunbridge Wells, Tuesday, November 10, 8.30 p.m.. clinical meet- 
ing. Dr. MacDonald Critchley: ‘* Nervous Disorders.” 

West Herts Drvision.—At Leavesden Hosnital, Abbots 
Langley, Sunday, November 15, 10.30 a.m., clinical demonstra- 
tion. All medical practitioners in the area ‘of the Division will 
be welcome. 

West MInDLESEX Drvision.—At ae Hotel, Ruislip Road, 
Sees, Saturday, November 14, to 12 p.m., Divisional 

ance. 

WootwicH Division.—At Woolwich Memorial Hospital, 
Shooters Hill, London, S.E., Tuesday. November 10, 8.30 p.m., 
meeting. Dr. P. H. Addison: “ Medico-Legal Problems in 
Private and Consultant Practice.” Members of the Greenwich 
and Deptford Division and other local medical practitioners are 


invited 
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British Medical Association 





PROCEEDINGS OF COUNCIL 


Wednesday, November 4 


A meeting of the Council of the Association was held at 
B.M.A. House, London, on November 4, with Dr. E. A. 
CiREGG in the chair. 


Preliminary Business 


The CHAIRMAN referred with regret to the death of two 
former Presidents, Sir Ewen Maclean, of Cardiff, and Mr. 
R. G. Hogarth, of Nottingham, as well as other former 
members of Council. He said that it was invidious to make 
a distinction between one person and another; they all in 


their own places, and according to their gifts and talents, 


contributed to the well-being of the Association. 

The members present stood in silent tribute, and the 
Chairman was authorized to send a letter of condolence to 
the relatives. 

The Chairman said that the whole Council would agree 
with him in extending their congratulations to Dr. Guy 
Dain, who was present in his accustomed place, on his 83rd 
birthday on the morrow. He was the recipient of their 
appreciation and most affectionate regard. 

A handsome Chinese vase was on view before the Council, 
the gift of Dr. J. A. Ireland, of Shrewsbury. The thanks of 
the Council were extended to the donor. 

The Chairman said that they were indebted to the President 
(Mr. Tudor Thomas) for representing them at the annual 
meeting of the Danish Medical Association and furnishing 
them with an admirable report ; also to Dr. Talbot Rogers, 
who had produced a very interesting report about the meet- 
ing of the West German Medical Association, at which he 
had represented the Association. 

It was reported that several letters had been received in 
appreciation of the organization of the First World Con- 
ference on Medical Education. The Chairman said that this 
was certainly a memorable event. There had come into his 
hands a letter from the Director of the Mayo Foundation: 
““{ have never attended a meeting so beautifully organized 
and where every possible eventuality was anticipated.” 

Dr. R. P. Liston reported on the cricket match which had 
taken place between the B.M.A. and the Law Society in 
July last and said that the Law Society had challenged the 
Association to a return match, which would be played on 
May 30 next year. ‘ 

Representatives of the Association on nine outside bodies 
were appointed or reappointed. 


A letter was read from the Bishop of Coventry, stating 
that it was desired to enlarge the representation (at present 
two members) of the British Medical Association on the 
Churches’ Council of Healing. The Council decided to in- 
vite six members of the Association to serve in this way. 


Annual Meeting Arrangements 


A resolution passed by the Physical Medicine Group Com- 
mittee expressing disappointment at the absence of a section 
in physical medicine in the programme of the Annual Meet- 
ing came before the Council. The Council decided that such 
a section should be arranged. 

With regard to the Joint Annual Meeting at Toronto in 
1955, a letter was read from Dr. T. C. Routley accepting with 
deep appreciation his election to the Presidency. 

It was reported that the Canadian Medical Association at 
its Annual Session assembled in Winnipeg had accepted the 
invitation to a meeting jointly with the British Medical 
Association in England in 1959, and had invited the British 
Medical Association to nominate one of its members as 
president of the Canadian Medical Association for that year. 

It was reported that the three plenary sessions at the 
Annual Meeting at Glasgow would be devoted to “The 
Problem of Sleep,” ‘“‘ Food and Disease,” and “‘ The Problem 
of Pulmonary Tuberculosis To-day.” The appointment of 
officers to the scientific sections was now complete. 

The CHAIRMAN raised the question of the Annual Dinner 
in connexion with the Annual Meeting. He said that this 
had been an unsatisfactory event, alike from the point of 
view of attendance and the number and length of speeches. 
He suggested that it be considered whether the Annual 
Dinner should not be held earlier in the week so as to make 
it possible for more of the representatives who would 
otherwise be returning home to attend. The toast list 
should.also be ruthlessly cut and the proceedings limited 


‘to two toasts, that of the “ British Medical Association ” 


and “ Our Guests.” The Council accepted the Chairman’s 
suggestions for consideration by the Arrangements Com- 
mittee. 

A question arose as to the date of the Annual Representa- 
tive Meeting, 1955, in which year the Annual Scientific 
Meeting will begin in Toronto on June 20. The Council 
agreed that the Annual Representative Meeting should be 
held in London from July 20 to 23. The alternative arrange- 
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ment would have been to fix the Annual Representative 
Meeting at an earlier date, before Toronto, but this would 
mean a readjustment of the committee work during the 
previous session. 

The SECRETARY reported on negotiations he had been 
undertaking with the Bank of England concerning dollar 
currency for those attending the Toronto meeting. 


World Medical Association 


A report was presented on the seventh General Assembly 
of the World Medical Association, which was held at The 
Hague at the beginning of.September. The Editor of the 
British Medical Journal had been appointed one of the three 
members of the new editorial board of the W.M.A. Bulletin, 
and the Public Relations Officer, Mr. John Pringle, had 
read a paper at the medical editors’ meeting on the relation- 
ship between the medical and the non-medical press. 

Dr. VAUGHAN Jones called attention to a statement in the 
report to the effect that one of the sessions had been devoted 
to an account of the Dutch system of supervising physicians 
in certifying fitness or unfitness for work. It was stated that 
this form of certification was not carried out by the doctor 
who was treating the patient but by a medical officer speci- 
ally appointed for the purpose—a doctor of mature 
experience with a knowledge of working conditions—and it 
was on his advice that sickness benefits were granted or 
refused. He considered that there was a very great danger 
of the introduction of something of this kind into this 
country, the danger being that the ordinary practitioner’s 
certificate would not be accepted save as an introduction. 
He hoped the General Medical Services Committee would 
have due regard to this. 


Welcome to Dr. Sen 


At this point Dr. Sen, Honorary General Secretary of the 
Indian Medical Association and Regional Secretary of the 
W.M.A. for Asia, was introduced to the Council and wel- 
comed by the Chairman. Dr. Sen, in acknowledging his 
reception, said that whenever he went into B.M.A. House he 
always encountered smiles of welcome. He extended form- 
ally an invitation to the Association to be represented at the 
Annual Conference of the Indian Medical Association to 
be held in December in Hyderabad. 

The CHAIRMAN thanked Dr. Sen for his invitation, and 
said that the sending of a representative would be con- 
sidered. 

Sale of Goodwill 

The Council noted the resolution of the Annual Repre- 
sentative Meeting instructing it to produce a scheme for 
the return of goodwill and to report to the Representative 
Body in 1954. 

Dr. H. H. D. SUTHERLAND said that the previous report 
from the Amending Acts Committee had been in the nature 
of a statement of general principles rather than the result 
of any detailed consideration. The question of the return 
of goodwill was still under consideration by his Committee. 
If a practical scheme could be elaborated the Committee 
would be prepared to address itself to this task. 

The Council agreed to that course. 


Salaries of Civil Service Medical Officers 


A long document on the position of Civil Service doctors 
was placed before the Council. The CHAIRMAN said that 
representatives of the Joint Negotiating Committee had had 
a further interview with the Treasury on November 2. The 
Association had placed a ban on advertisements for these 
appointments, and they had told the Joint Committee that 
they did not propose to lift that ban until the Committee 
announced that satisfactory results had been achieved. A 
further meeting had been arranged provisionally for the 
following week. 


Organization 


Dr. J. A. PripHaM presented the report of the Organiza- 
tion Committee. He said that the Committee had con- 


sidered a petition for the formation of a group of forensic 
pathologists. After consideration and hearing the views of 
the Consulting Pathologists Group Committee it was decided, 
pending further exploration of the possibility of adequate 
representation within the existing group, to recommend to 
the Council that no action for setting up an independent 
group should be taken at this stage. 

This recommendation was agreed to. 

Dr. Pridham said that his Committee had also con- 
sidered resolutions of the Annual Representative Meeting 
referring to the Council the proposal that the membership 
subscription be modified for members who were assessed 
for income tax under Schedule E so that the net cost of 
membership might be equitable throughout the profession. 
His view and that of the Committee was that the adminis- 
trative difficulties and anomalies involved in the proposal 
would make it unworkable. On another motion from the 
Annual, Representative Meeting, his Committee felt that 
there was no justification for extending the reduced sub- 
scription of four guineas to all whole-time salaried members 
of the Association, but his Committee was reviewing the 
equity of the present income limit—namely, £1,500 per 
annum—and would report to a later meeting. 

He further said that the Council had been requested to 
inquire into the position of Branches in the United Kingdom 
as intermediary between Headquarters and Divisions, and 
proposed that this be referred to the new Constitution 
Committee for consideration. This recommendation was 
agreed to. 

Another matter which was referred to the Constitution 
Committee was the proposal that the autonomous powers of 
the General Medical Services and Central Consultants and 
Specialists Committees, in so far as they derived from the 
Representative Body, should require to be specifically re- 
newed at successive Annual Representative Meetings. 

Dr. Pridham reported that the membership of the Associ- 
ation on October 6 was 67,320, as compared with 67,868 
eight months ago. This was a very slight drop in view of 
the substantial increase in the subscription. 


Overseas 


General J. C. A. Dowse presented the report of the Over- 
seas Committee. He said that the Committee felt that a 
visit to the 900 members included in the Far Eastern 
Branches was long overdue. It was anxious that a repre- 
sentative of the parent body should in the early part of 
next year make a tour by air of the Malaya, Borneo, and 
Hong Kong Branches. The tour would cost approximately 
£500. 

The Treasurer said that the Finance Committee had 
taken no exception to this expenditure, realizing as they 
did the great importance of the recommendation. 

The recommendation was agreed to. 

General Dowse also stated that his Committee had been 
exercised about the position of Colonial Medical Officers, 
in particular the fact that members of the Colonial Medica! 
Service were employees, not of the Secretary of State, but 
of the Colonial Governments, upon which they depended 
entirely for their pay and pensions. Two important articles 
had recently appeared in The Times on the subject of “A 
Commonwealth Civil Service.” He proposed that the 
Colonial Office be asked to receive a deputation from the 
Association, the deputation to include the Chairman of the 
Overseas Committee (Dr. Gilks), Mr. Ian Fraser, who 
recently undertook a visit to the Gold Coast, and Dr. G. B. 
Walker, in addition to the Chairman of Council. 

The recommendation was agreed to. 

General Dowse said that the condition in Cyprus had not 
improved and they felt themselves unable to recommend 
that the “Important Notice” should be withdrawn. A 
strong protest had been made concerning the amendment to 
the Medical Registration Ordnance, Hong Kong, the effect 
of which was to permit a doctor who was a national of a 
foreign country and not on the Hong Kong Medical Register 
to examine persons wishing to emigrate to the foreign 
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country. The amendment had been made without prior Council a report entitled “The Recognition of Intoxica- 


consultation with the local Branch of the B.M.A. or the 
Chinese Medical Association or the Medical Board of Hong 
Kong. 

Armed Forces . 


General Dowse, in presenting the report of the A®med 
Forces Committee, referred to the setting up of a small 
independent committee under the chairmanship of Lord 
Waverley to review the arrangements for providing medical 
and dental service for the armed Forces at home and abroad, 
in peace and war. His Committee felt that these terms of 
reference might easily expand beyond the reference of his 
own Armed Forces Committee. He believed that the Com- 
mittee on the Control of Manpower in War had a recom- 
mendation to bring forward on the subject. 

Dr. D. F. Hutcuinson, Chairman of that Committee, pro- 
posed that an ad hoc committee be appointed to prepare 
the Association’s evidence to the Waverley Committee, and 
that this committee should consist of the members of the 
Committee on Control of Medical Manpower in War, to- 
gether with not more than six members of the Armed Forces 
Committee, so as to secure adequate representation of all 
three Services, with power to co-opt. 

This was agreed to. 

Dr. Hutchinson also brought forward certain other recom- 
mendations, all of which were carried—one was -+hat the 
Ministry of Health be informed that the Association does 
not wish to propose any alteration at present in the constitu- 
tion of the Area Medical Recruitment Committees for pub- 
lic health officers, but requests the Ministry to set up an 
independent regional recruitment committee in the Western 
Area of the South-west Metropolitan Region. He proposed 
also that the Ministry be advised that the Association was 
opposed to the suggestion that a representative of the boards 
of governors of Metropolitan teaching hospitals should be 
added to the Metropolitan Region Medical Recruitment 
Committee. 


Financial Position of the Association 


The TREASURER (Mr. A. M. A. Mocre) reported that in 
the eight months to August 31 the expenditure of the Asso- 
ciation had in practically every instance been kept within 
the limits provided in the Annual Budget. The total salaries 
and general expenses for the eight months were £60,960 and 
£21,990, respectively, as compared with the budget figures 
of £60,892 and £21,964. There had been a saving on esti- 
mates of £500 in the case of central meetings. In the same 
eight months the Journal budget had shown an improve- 
mént on expectations. After considering all the activi- 
ties of the Association, the accounts for the period showed 
that the budgeted surplus earmarked by the Council for 
debt reduction had been exceeded by over £34,000. 

The financial report was adopted, with compliments to 
the Treasurer. 

Dr. Gray again brought forward his motion to instruct 
the Finance Committee to consider and report what remuner- 
ation should be paid to the chief officers of the Association 
for their services. He said that the burden of work laid on 
the officers at the time the constitution was framed was 
entirely different from what it was to-day, nor could any 
lightening of that burden be expected. It was unreasonable 
to expect the officers to undertake that burden without some 
remuneration. Their positions were not to be looked upon 
as honorary posts, to which they might attend at their con- 
venience. It was essential for the officers to give the closest 
attention to all aspects of the Association work. His was 
not a-spending motion; it was one that in the long run 
would save money. 

The view of the Finance Committee was that Dr. Gray’s 
motion should await consideration until the Budget for 
1954 was under discussion. 


Alcohol and Road Accidents 


Professor E. ‘J. Wayne, chairman of the Alcohol and 
Road Accidents Committee, attended to present to the 


tion,” which is a revision of the “ Tests for Drunkenness,” 
published by the Association in 1927. He began by express- 
ing warm appreciation of the co-operation received from 
the Royal Institute of Chemistry, the services given by Dr. R. 
Forbes, Deputy Chairman of the Committee, and the work 
of the Assistant Secretary, Dr. W. P. Hedgcock, who had. 
acted as secretary of the Committee. The report dealt 
mainly with the examination of the motorist, and empha- 
sized the paramount importance of the clinical examination 
of the detained person. Professor Wayne said that the 
Committee intended to proceed in due course with the 
second part of its reference—namely, in the light of certain 
research now proceeding, to revise the Association’s 1935 
publication “ The Relation of Alcohol to Road Accidents.” 
He presented a series of recommendations. The first of 
these called for more attention to be paid in the’ course 
of both undergraduate and postgraduate teaching to the 
medical problems of alcoholic intoxication. This was 
adopted. 

The second recommendation called for the giving of more 
consideration to the appointment of doctors suitably quali- 
fied for and interested in the conduct of such examinations, 
the need for payment of adequate fees to such doctors, and 
the means of saving them from unnecessary loss of time 
due to attendance at court to give evidence. Dr. IAN GRANT 
pointed out that very often the procedure was for the de- 
tained person to be examined by the police surgeon and 
later by his own doctor. The CHAIRMAN OF COUNCIL said 
that very generally the private doctor was called in, not 
specifically to assess the degree of drunkenness, but to testify 
to some illness or previous injury which might account for 
the detained man’s behaviour. This recommendation also 
was agreed to. 

Further recommendations, which were carried, were that 
all police stations should have adequate facilities for the 
conduct of medical examinations and the necessary appa- 
ratus for collecting and transmitting samples of urine ; that 
only approved procedures for the determination of alcohol 
in urine should be the official methods used for court work ; 
that tests for the determination of alcohol in urine should 
be undertaken only in officially recognized laboratories, and 
that a copy of the report of any laboratory tests should be 
made immediately available to the practitioner conducting 
the clinical examination. 

On the motion to approve the report for publication, Mr. 
LAWRENCE ABEL desired the use of the phrase “ Alcoholic 
Intoxication” instead of the mere word “ Intoxication” in 
the title. He also thought that the practice in other coun- 
tries should be followed, demanding a blood test as well as 
a urine test. He would have liked a specific statement in 
the report to the effect that the driver of a car, after a cer- 
tain number of cocktails or pints of beer, would within a 
certain time be shown according to these tests to be in a 
degree of intoxication. Asked whether he was proposing 
that this report be circulated with the Highway Code, Mr. 
Abel said that that was what he hoped to see done. Dr. J. A. 
Gorsky pointed out the statement on the subject which 
already appeared in the Highway Code, but in Mr. Abel’s 
view this was not specific enough for the man on the road 
to be aware of the danger he ran. 

Dr. R. Forses, a member of the Committee, urged 
that the title should not be changed to “ Alcoholic Intoxica- 
tion,” for the reason that the offence might be due to either 
alcohol or a drug. The report dealt with drugs as well 
as alcohol. Moreover, it was not a report primarily for 
members of the public, but for the benefit of doctors, who 
were able to understand its significance. 

Eventually it was agreed that the report as it stood should 
be approved for publication. 


The Joint Formulary Committee 


Professor WAYNE also introduced the report of the Joint 
Formulary Committee, which stated that the work of re- 
vision of the National Formulary, 1952, was still proceeding, 
and was not likely to be completed unti! about March, 1954. 
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On this point, Dr. TaLBor RoGers, on behalf of the 
General Medical Services’"Committee, called attention to the 
membership of the Joint Formulary Committee. The 
primary purpose of the Committee, which was set up by the 
British Medical Association and the Pharmaceutical Society, 
was to assist general practitioners, but by reason of co- 
option the membership of the Committee had become 
heavily overweighted on the scientific and pharmaceutical 
side, so that now out of its 37 members only 7 were general 
practitioners. The Committee had a different pattern now 
from what it had originally. 

Professor WAYNE said that the Committee had to think 
of other requirements in addition to those of general prac- 
tice, as the National Formulary was used in other branches 
of practice and also by pharmacists. While it might not be 
opportune to upset the balance on a joint committee repre- 
senting many interests, he thought that a larger proportion 
of general practitioners might with advantage be included in 
the Executive Subcommittee, which was at present engaged 
in the work of revision. 

The Secretary said that the appropriate course might be 
to ask the General Medical Services Committee to draft a 
revised constitution for the Joint Formulary Committee, 
and, if this were approved by the Council, to submit it to 
the Pharmaceutical Society for their comments. 

Dr. W. WooLLey drew attention to a decision of the 
Joint Formulary Committee in relation to a resolution of 
the last Annual Representative Meeting, and, on the motion 
of Dr. Dain, this was referred back for further consideration. 
The report was otherwise approved, and Dr. TALBOT 
Rocers, on behalf of the General Medical Services Com- 
mittee, accepted the Secretary’s suggestion that his Com- 
mittee should draft a revised constitution for the Joint Form- 


ulary Committee. 


Appointment of Constitution Committee 


The Council turned to the question of setting up, on the 
instructions of the Representative Body, an ad hoc Constitu- 
tion Committee to take evidence, consider, and report on a 
reorganization of the Representative Body, and such other 
constitutional matters as the Council may decide. It had 
been also resolved at the Representative Meeting that while 
the Council should appoint the committee, not more than 
50%, of its members should be members of Council. 

Dr. J. A. PripHaM, chairman of the Organization Com- 
mittee, said that his Committee considered that a committee 
of 25 members, 12 from the Council and 13 others, with 
power to co-opt, would be reasonable. When the Council 
had appointed its quota, the remaining places could be 
filled from a panel drawn up on a regional basis. There 
should be not fewer than three representatives from Scot- 
land, one from Wales, and one from Northern Ireland, whilst 
overseas members would be represented by the chairman 
of the Overseas Committee or his nominee. The four chief 
officers of the Association should be on the Committee ex 


officio, as well as the chairman or other representative of. 


the Organization Committee, certain members of the Repre- 
sentative Body, including those who had taken an active 
part in the discussion on this question, honorary secretaries 
of Branches and Divisions, and members selected for their 
individual experience. 

A ballot was then taken for seven members of Council, 
who, with the members ex officio, including the chairman of 
the Organization Committee, would make up the Council’s 
twelve. Eleven names were suggested and the following were 
elected: Dr. R. G. Gibson, Dr. I. D. Grant, Dr. Frank Gray, 
Dr. R. Hale-White, Dr. J. G. M. Hamilton, Mr. H. H. 
Langston, Dr. A. Talbot Rogers. 

Dr. S. WAND pointed out that the Committee was charged 
with the consideration not only of a reorganization of the 
Representative Body but of “such other constitutional 
matters as Council may decide.” He thought the Council 
should decide what it wanted to refer to this committee, and 
this might have a bearing on the choice of the thirteen 
members and the manner in which they were chosen. Dr. 


R. HALE-WHITE said that his impression of the discussion 
of this matter at the Annual Representative Meeting was 
that there was not felt to be any dramatic urgency about it. 
Indeed, the idea was that it would be a long business. 

The CHAIRMAN said that at the Council meeting in January 
the Louncil would have before it a wide selection of names 
from which to appoint the thirteen non-Council members, 
and it would then be time to determine what matters should 
be referred to the Committee. 


Consultants and Specialists 


Dr. T. ROWLAND HILL, chairman of the Central Consul- 
tants and Specialists Committee, presented a report which 
covered the two meetings of that committee on July 30 
and October 1, both of which were fully reported in the 
ensuing Supplements. 

On the question of senior registrars and additional con- 
sultant posts—a matter which had exercised the Annual 
Representative Meeting—Dr. Hill said that the view of his 
Committee was that the paucity of consultant vacancies in 
general medicine and surgery was largely due to the fact 
that many senior registrars in these specialties were engaged 
in work of a consultant nature. The Ministry had been 
urged to impress upon hospital boards the necessity of 
reviewing their medical staffing arrangements in order to 
offset the reduction of senior registrar posts where neces- 
sary by the creation of additional consultant posts. 

He also drew attention to the circular regarding the con- 
stitution and functions of medical advisory committees lately 
issued by the Ministry. The circular, which applied to 
boards of governors and hospital management committees, 
though not, unfortunately, to regional hospital boards, made 
it clear that the constitution of these committees rested 
with hospital medical staffs themselves and laid down the 
principle that hospital authorities should regularly seek the 
advice of these committees on all matters within their 
sphere. . 

Other questions which figured in the recent agenda of his 
Committee concerned the increase in the number of whole- 
time consultants, the qualifications of medical auxiliaries, 
the preparation of evidence for the Guillebaud Committee, 
the review of the gradings of S.H.M.O.s, hospital junior 
staffing difficulties, and comments on several resolutions of 
the recent Annual Representative Meeting. The Committee 
had included a whole-time consultant among the six repre- 
sentatives whom it appointed to the Joint Committee. 

A number of questions were asked on the report, particu- 
larly concerning the registrar position and also the review 
of S.H.M.O. grading. With regard to this latter, Dr. L. A. 
GIBBONS called attention to anomalies of grading. In the 
north-west region all those who had come up for further 
review were upgraded, and in the north-east none were up- 
graded. What were the criteria whereby these people were 
made consultants? Dr. T. W. Davies said that if senior 
registrars were doing the work of consultants they should 
be paid as such. 

Dr. HILL said that continuous pressure had been exercised 
by the Joint Committee upon the Ministry of Health with a 
view to stimulating the boards to expand their consultant 
services. Much of the trouble, he thought, was due to local 
circumstances, not to central policy. As regards the 
correction of faulty S.H.M.O. grading, the Ministry’s 
“No” would not be taken for an answer, and the 
pressure would be kept up. One suggestion which the 
Joint Committee had been asked to pursue was that the 
senior registrar establishment of 960 posts, agreed in 1951, 
and the distribution of senior registrars among the different 
specialties within the agreed establishment, should be re- 
viewed again to ensure that the senior registrar consultant 
ratio was satisfactory. The Joint Committee had accepted 
an invitation from the Ministry to nominate two physicians 
and two surgeons to serve on a small committee to consider 
applications from boards for permission to appoint additional 
consultants. Sir Harold Boldero, Mr. D. W. C. Northfield, 
Sir Arthur Porritt, and himself had been nominated, and the 
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committee, under the chairmanship of Dr. Godber, of the 
Ministry, had begun its work. If there was a good case for 
an increased establishment permission would be given. 

Dr. Gray called attention to a comment by the Consultants 
and Specialists Committee on the Representative Body reso- 
lution concerning the filling of general-practitioner vacancies. 
The resolution read that equal consideration should be given 
to practitioners who had spent several years in hospital “ pro- 
vided they have adequate experience in general practice.” 
The Committee said it welcomed the resolution though it felt 
that the proviso detracted greatly from its value, and that 
hospital experience “ should be an added qualification rather 
than a handicap.” Dr. Gray pointed out that it was not a 
handicap at all. The handicap was that a considerable num- 
ber of people from time to time went straight out of hospital 
into single-handed practice—large practice—with no experi- 
ence of general practice whatever. Surely if, as an analogy, 
a man applied for a post in a psychiatric department and said 
he knew nothing about psychiatry but a great deal about 
orthopaedic surgery he would not get the post. 

After some further discussion the report was approved. 


Occupational Health Services 


Dr. J. A. L. VAUGHAN JONES brought forward the revised 
memorandum on the future of occupational health services. 
which had been amended as a result of comments by other 
committees of the Association. The observations of the 
Society of Medical Officers of Health were also reported to 
the Council. The Society strongly urged that any compre- 
hensive occupational health service should be part of the 
National Health Service, whereas the Committee had felt 
that, while there should be an administrative link with the 
N.H.S., full provision to meet special health needs of occu- 
pational groups was not made under the existing N.H.S. 
administration, and that additional arrangements, closely 
integrated, were necessary. 

Dr. K. Cowan, chairman of the Public Health Committee, 
said that he was not quite clear why the Occupational Health 
Committee felt that the occupational health service should 
not be part of the N.H.S. There would appear to be every 
advantage in such an arrangement. The occupational health 
service had its ramifications in industry and its relation to 
the health of the worker, and it seemed most desirable that 
all the questions relating to sickness benefit and other mat- 
ters which really formed part and parcel of the N.H.S. should 
be not only closely integrated but in the same system of 
administration, particularly central. Unless there was a very 
substantial reason why the occupational health service should 
be outside, he could see every advantage in its functioning 
as part of the N.H.S. There might be some highly specialized 
parts of industry—such as industries where pneumoconiosis 
was prevalent—which might offer ground for special treat- 
ment, but he would have thought that even here there was 
no more reason’ why they should be outside the service 
than that brain surgery or thoracic surgery should be 
outside. 

Dr. Gray said that the proposals of the Society of Medical 
Officers of Health meant that the industrial medical officer 
should be under the M.O.H. That would take them into 
party politics. It would be, in effect, nationalizing a part of 
industry. It would mean, “You cannot have your own 
doctor, you have got to take the doctor of the local health 
authority.” 

Dr. H. D. CHALKE said that there was no suggestion of 
party politics. The whole idea of having the service within 
the N.H.S. would be free choice of doctor, because most of 
the work would be done not by the medical officer of health 
but by the general practitioner. 

Dr. VAUGHAN Jones said that his Committee felt that the 
occupational health service was not expanding as it should. 
No action had been taken by the Ministry of Labour to set 
up the standing joint advisory committee recommended in 
the report of the Dale Committee on Industrial Health 
Services. It had been learned, however, that the Ministry 
of Labour would be willing to receive suggestions from the 


Association, and that was the reason why the document 
was going in the first instance to that Ministry. Whatever 
Dr. Cowan or Dr. Chalke might say, the position had not 
yet arrived at which they wanted the industrial health service 
taken over by the public health authority. That was his 
Committee’s view and his own. At this stage it was unwise, 
having in mind the political issue, that the service should 
become part of the N.H.S. It was also impracticable to-have 
free choice of doctor in industry. Apart from that, the 
occupational health service had not grown on a voluntary 
basis ; a certain amount of statutory basis was necessary 
for its development, but that basis should not be the 
National Health Service, in which it might be completely 
submerged. 

A certain amount of discussion on detailed matters in the 
memorandum took place. Dr. WAND called attention to a 
certain lack of clarity at one point in the proposals for 
general health services to workers. Exception was taken 
to the proposal under “ certain general health services” to 
have diagnostic or periodic general health examinations in 
addition to the examination of individual workers with a 
view to advising management as to their conditions of em- 
ployment, and a proposal by Dr. W. E. DorNan to add to 
the title, after “‘ certain general health services to workers,” 
the words “ subject always to strict observance of the ethical 
rules of the profession,” was rejected. Objection was also 
taken to another paragraph which was concerned with the 
method of appointing industrial medical officers. 

After further discussion it was agreed on the motion of 


- Dr. GRANT, seconded by Dr. HUTCHINSON, to leave it to 


Dr. Vaughan Jones, in consultation with Dr. Wand and 
others, to make such alterations in the wording as might 
seem necessary in accordance with the discussion which had 
taken place, and, subject to this, the report was approved. 


Other Committee Reports 


Dr.. TALBOT ROGERS presented the report of the General 
Medical Services Committee, which covered matters dis- 
cussed at three meetings reported in the Supplements of 
August 1 (p. 69), October 3 (p. 157), and October 24 (p. 176). 
The report was approved without discussion. 

Dr. K. Cowan presented the report of the Public Health 
Committee, the proceedings of which were recorded in the 
Supplement of September 19 (p. 101). This report also was 
approved without discussion. 

Dr. H. H. .D. SUTHERLAND said that the last meeting of 
the Amending Acts Committee was devoted almost entirely 
to the consideration of the memorandum of evidence to be 
given to the Guillebaud Committee. The Committee had 
still to consider some matters of long-term policy. 

The Science Committee report, which was adopted, was 
concerned with storage space for the library, and with recom- 
mendations for the award of the Association prizes. It was 
agreed that the Science Committee be asked for its observa- 
tions on a programme which had been sent to the Associa- 
tion for the celebration of the Columbia University bicen- 
tenary. 

Dr. I. D. GRanT presented the report of the Private 
Practice Committee. This covered matters set out in the 
report of the Committee in the Supplement of October 24 
(p. 175). A recommendation that an improved car badge 
be produced for sale to members at 10s. each, including 
postage and packing, was adopted. 

Dr. G. Dain presented the report of the Public Relations 
Committee, which dealt with formal business; also the 
report of the War Memorial Committee, which proposed 
that the £330 donated up to the present specifically for 
charitable purposes should be transferred to the Medical 
War Relief Fund, with a request that it be used to assist 
in the education of children of medical practitioners, victims 
of the second world war who were in need of such 
assistance. 

Reports of the Journal Committee and the Family Doctor 
Committee were adopted without discussion. In presenting 
the Scottish Committee report Dr. J. G. M. HAMILTON 
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referred to the highly successful jubilee dinner of the Scot- 
tish Committee, and said how gratified they had been by 
the presence of the President, the Chairmen of Council and 
of the Representative Body, and the Secretary. 

Other committee reports received were from the Rehabili- 
tation of Disabled Persons Committee, which is preparing 
evidence for submission to the Departmental Committee ; 
the Joint Committee with the Magistrates’ Association, which 
is preparing a report on the whole subject of cruelty to and 
neglect of children; the Building Committee, which con- 
cerned exterior and interior decorations at B.M.A. House 
and renewal of tenants’ leases, and the Office Committee, 
which dealt with staff matters. Dr. L. W. Jones, in present- 
ing the report of the Welsh Committee, said that it had 
decided to recommend to the Amending Acts Committee 
that a Medical Practices Committee for Wales should be 
established. They were not satisfied with having only one 
representative accorded to Wales. 

Dr. R. Fores, for the Central Ethical Committee, said that 
it had been decided to send a further communication to the 
few Divisions and Branches which had not yet adopted the 
revised ethical rules approved by the Representative Body 
in 1950. Another matter which was before the Committee 
was the compilation, in conjunction with the Public Relations 
Committee, of a list of the various matters which might 
be discussed with the new Press Council. This arose out of 
the resolution of the Annual Representative Meeting deplor- 
ing the paragraphs which sometimes appeared in the gossip 
columns of the Press concerning estimated incomes of 
prominent medical men. 

The International Relations Committee report dealt, inter 
alia, with the question of subscriptions to the World Medi- 
cal Association. The question of aid for South Korean 
doctors was brought forward, and it was left to the Inter- 
national Relations Committee to make some proposal to 
the Council. Dr. H. M. Go.pinc reported for the Charities 
Committee. 

Other Business 


Dr. S. WAND brought forward a proposal that the Council 
should consider the desirability of setting up as soon as 
might be practicable a Committee on Medical Education, 
particularly with reference to postgraduate teaching and to 
the suggestions made at the recent Hague Assembly of the 
World Medical Association. The Council deferred its deci- 
sion on this proposal. 

The memoranda of evidence submitted on behalf of the 
Council to the Tynwald Commission on salaries and emolu- 
ments in the Isle of Man were before the Council. It was 
stated that as yet no conclusions could be reported, but the 
CHAIRMAN OF COUNCIL said how much they and their col- 
leagues in the Isle of Man were indebted to the Secretary of 
the Association for his prompt action in the matter, and also 
to Dr. Talbot Rogers for accompanying the deputation at very 
short notice. 

Dr. Hale-White was appointed fraternal delegate to the 
meeting of the Canadian Medical Association next year, and 
two public health service members on the Council (Drs. 
Chalke and Cowan) were appointed delegates to the Con- 
gress of the Royal Sanitary Institute at Scarborough next 
year. 

The Council elected 165 new members of the Association. 
The proceedings terminated at 6.45 p.m. 








CHEMICALS THAT CAN BE PRESCRIBED 


Diagnostic reagents which the Minister of Health has 
decided are chemicals that may be prescribed were listed 
in the Supplement of October 17 (p. 170). The method of 
the prescription is for a Form E.C.10, together with the 
receipted bill from the chemist supplying the reagent, to 
be sent by the doctor concerned direct to the executive 
council of the area, which will then refund to the doctor 


the cost of the reagent. 


MEDICAL PRACTICES COMMITTEE 
AMENDMENT OF CLASSIFICATION OF AREAS 


The following amendments to the classification of areas 
have been issued by the Medical Practices Committee 
(August 2 to October 16, 1953). 


ENGLAND: COUNTIES 


Bedfordshire—Woburn Toddington, Ampthill and Cranfield 
District, Intermediate from *Designated. 

Buckinghamshire—High Wycombe, Intermediate from *Desig- 
nated. 

Essex.—Borough of Chingford, Borough of Leyton, Rural 
District of Rochford, Intermediate from *Designated; Urban 
District of Frinton and Walton, Restricted from Intermediate. 

Gloucester County and City——Hanham, Kingswood and 
Warmley, Intermediate from *Designated. 

Lancashire.—Middleton, Stretford, Intermediate from *Desig- 
nated. 

Lincolnshire (Lindsey).—Caistor Area: Urban District of 
Market Rasen, Restricted from Intermediate. 

London.—Borough of Hampstead: West End Ward, Restricted 
from intermediate. Borough of Westminster: Victoria Ward, 
Intermediate from *Designated. 

Middlesex.—Borough of Hendon: West Hendon Ward, Inter- 
mediate from *Designated. 

Northumberland.—Urban District of Bedlingtonshire, Inter- 
mediate from * Designated. 

Notts County and City.—Arnold District, Beeston District, 
Intermediate from *Designated. 

Salop.—Shrewsbury, Intermediate from *Designated. 

Surrey.—Borough of Sutton and Cheam, *Designated from 
Intermediate. 

Yorks (West Riding)—Urban District of Featherstone, Inter- 
mediate from *Designated. 


COUNTY BOROUGHS 


Halifax—Whole of. County Borough, Intermediate from 


* Designated. 
Liverpool.—District No. 8, Intermediate from *Designated. 


Southend-on-Sea.—Southend-on-Sea and Thorpe Bay District, 
Intermediate from *Designated. 
Stoke-on-Trent.—Smallthorne and Norton, Intermediate from 


*Designated. , 
Wakefield Whole of the County Borough, Intermediate from 


*Designated. 
West Hartlepool—Whole of County Borough, Intermediate 


from *Designated. 
WALES 
Caernarvonshire—Borough of Conway and_ Llandudno 


Junction, Restricted from Intermediate. 
Merionethshire —Corwen, Intermediate from Restricted. 








OPHTHALMIC GROUP COMMITTEE 


The Ophthalmic Group Committee held its first meeting of 
the new session on October 9 and reappointed Mr. O. GAYER 
MoraGan to the chair. Mr. Morgan was also reappointed 
the Group Committee’s representative on the Central Con- 
sultants and Specialists Committee. 

Three new members were welcomed to the Committee— 


_ namely, Mr. H. V. Ingram and Mr. E. F. King, appointed 


by the Faculty of Ophthalmologists, and Dr. A. F. Gilbert, 
elected by the non-members of the Group who are on the 
central ophthalmic list. 


* Reminders ” 


The Committee considered the use of reminders in the 
supplementary ophthalmic service—that is, written com- 
munications sent to patients for the purpose of arranging 
a further sight test. In the Committee’s view such com- 
munications are most undesirable and result in unnecessary 
frequency of sight-testing and expenditure of public funds. 
Representations have from time to time been made to the 
Ministry that such reminders should be prohibited, and the 





*Areas in which the position is finely balanced and the admis- 
sion of only one or two doctors may result in reclassification. 
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matter is now under consideration by the Standing Oph- 
thalmic Advisory Committee of the Central Health Services 
Council. 
Bifocals 

Difficulty has sometimes been caused by the Ministry’s 
requirement that bifocals shall be prescribed only when 
“clinically necessary.” In the Committee’s view this ex- 
pression is not an appropriate one, since more often than 
not patients need bifocals for other than strictly clinical 
reasons. The Ministry has been requested to introduce 
some phrase which will leave it to the prescriber to decide 
whether bifocals are essential for the patient. 


Sight-testing in Sanatoria 


The Committee considered the position of an ophthalmic 
surgeon who had been asked to test the sight of patients in 
sanatoria under a clause in his contract which required him 
to undertake occasional visits to other hospitals without 
additional remuneration. In the Committee’s opinion it is 
important to maintain the principle of a medical sight-test, 
and if an ophthalmic surgeon who receives a request of this 
kind finds difficulty in meeting it he should ask for an addi- 
tional session to be included in his contract. Alternatively, 
he might explore the possibility of delegating the work to a 
clinical assistant. 


Clinical Instruction of Opticians 


From time to time inquiries are received from ophthalmo- 
logists on the Committee’s attitude to the subject of instruct- 
ing opticians and student opticians. The Committee has 
always held the view that it is most undesirable for 
ophthalmologists personally to undertake this work except 
in the case of opticians who are employed whole-time in the 
hospital service. 


Salaries of Dispensing Opticians 


Recently the Group Committee drew the Ministry’s atten- 
tion to the difficulty of securing dispensing opticians in the 
hospital service owing to inadequate salary scales. The 
Ministry has replied that the Management Side of the Opti- 
cal Whitley Council has made it clear that it is unable to 
agree to any increase in the current scale itself, unless an 
investigation is undertaken and evidence can be shown that 
the present scale is out of line with remuneration now being 
earned by opticians outside the Health Service or by com- 
parable kinds of staff inside and outside the Service. 


Contact Lens Centres 


In view of the widening scope of contact lens centres the 
Central Ethical Committee has sought the Group Com- 
mittee’s views on the running of these centres, and a repre- 
sentative of the Group Committee will attend a meeting of 
the Central Ethical Committee to discuss the matter. 

The Group Committee has decided to seek the views of 
the Ministry on the question of the provision of ophthalmic 
services at health centres, and has also appointed a sub- 
committee to consider the matter. Other questions which 
the Committee intends to raise with the Ministry include 
the attendance of observers from ophthalmic services com- 
mittees at executive council meetings, and the prescription 
of glasses in the case of persons referred to the hospital 
service. 





The Committee wishes to call the attention of general 
practitioners and local medical committees respectively to 
the two matters dealt with in the following paragraphs: 


OPHTHALMIC REPRESENTATION ON LOCAL 


MEDICAL COMMITTEES 


The Minister of Health has made regulations (S.I. 
No. 1177, 1953) which provide for the removal of the 
name of an ophthalmic medical practitioner or ophthalmic 
optician from a local ophthalmic list in certain circum- 


stances—for example, where the person concerned has 
ceased to provide supplementary ophthalmic services in 
the area. ; 

Before an ophthalmic services committee takes such action 
it is required to consult the local medical committee, and the 
Ophthalmic Group Committee of the Association feels that 
the local medical committee may wish to co-opt an oph- 
thalmic representative when considering a proposal for the 
removal of an ophthalmic medical practitioner from the list. 

It is therefore suggested that a local medical committee in 
these circumstances should communicate with the Secretary 
of the Association, who will arrange for a nomination to be 
forwarded. 


“ DIRECTION ” BY GENERAL PRACTITIONERS OF 
PATIENTS NEEDING A SIGHT TEST 


The criticism is sometimes made that a general practi- 
tioner who, when issuing a Form O.S.C.1, gives a patient 
the name of a particular ophthalmic medical practitioner 
or ophthalmic optician is directing the patient to that indi- 
vidual for his sight test, thus overriding the principle of 
freedom of choice. This shows a misunderstanding of the 
position. 

The regulations contain nothing to prevent a general 
medical practitioner from supplying a patient with the 
name and address of an ophthalmic medical practitioner 
or ophthalmic optician, and there is no objection to his 
doing so, provided nothing is said that might seem to over- 
ride the clear statement in the note on the back of Form 
O.S.C.1 that the patient has a free choice in selecting the 
person who is to test his sight. 

As a result of representations made by the Group Com- 
mittee the Ministry has recently made the position clear to 
executive councils in-an official circular, E.C.L. 66/53. 

The Committee wishes to suggest to general practitioners 
that the patient’s Form O.S.C.1 should never be put in a 
sealed envelope with the form or envelope endorsed with 
the name of an ophthalmic practitioner or optician, since 
this could with some justification give rise to a complaint 
that the patient had been deprived of freedom of choice 
because he would not be, able to read the notes on the form. 





Overseas News 








Salary Dispute with Cyprus 

The Colonial Office has announced that the Secretary of 
State has agreed to arrange for the visit to Cyprus of an 
expert to examine the salary structure of the Government 
service and to advise whether any measure of reorganization 
is called for, and whether there are any anomalies or 
inequities which should be removed having regard to the 
responsibilities borne by Government officers and to the 
social and economic conditions prevailing in Cyprus at 
the present time. 

The Overseas Committee has welcomed this announce- 
ment, but after careful consideration has decided that it 
makes no material change in the circumstances which 
obliged the Association to include the Government of 
Cyprus in the Important Notice in May, 1953. For the 
present, therefore, Cyprus continues to be included in the 
Important Notice. 


East Africa Salaries Commission 
A commission to examine Civil Service salaries and con- 
ditions of service in East Africa under the chairmanship of 
Sir David Lidbury has recently taken evidence in East Africa, 
including evidence submitted by the Uganda Branch. A 
further memorandum of evidence will now be submitted 
to the Commission in London by the Overseas Committee. 


Testimonials for Former Colonial Medical Officers 
Some time ago the Association represented to the Colonial 
Office that former members of the Colonial Medical Service 
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should be permitted to give the names of Directors of Medi- 
cal Services under whom they had served as_ personal 
referees to whom. any prospective employer might refer 
direct for a personal and confidential opinion. Previ- 
ously, in many Colonies, the Director of Medical Ser- 
vices was permitted to furnish a testimonial for one of 
his ¢x-officers only through the Chief Secretary or Colonial 
Secretary, and this tended to restrict such testimonials to 
short and formal reports. 

The Colonial Office accepted the Association’s suggestion 
and recommended it to Colonial Governments, and it has 
now been learned that all Colonial Governments have 
adopted it. 


Amendment of Medical Registration Ordinance in 
Hong Kong 

The Hong Kong Government has recently made an amend- 
ment to the Medical Registration Ordinance of the Colony. 
It empowers the Governor to grant permission to doctors 
holding medical qualifications which do not entitle them 
to be registered in Hong Kong to practise medicine within 
a limited field—that is, to examine prospective immigrants 
to foreign countries on behalf of the governments of those 
countries. The amendment was drafted without any prior 
consultation with either the Hong Kong Branch of the 
B.M.A. or the Colony’s Chinese Medical Association, and 
without consulting the Hong Kong Medical Board, which 
is the registration authority for the Colony. A strong pro- 
test against this arbitrary procedure has been sent to the 
Colonial Office. 





Correspondence 








Bureaucratic Hierarchy 


Sir,—I have been following with interest your corre- 
spondence on “ Sweated Doctors” and “ Quality in Medical 
Practice,” but feel that your correspondents have overlooked 
a most important point—namely, that of the status of the 
doctor under the National Health Service. 

I embarked on the study of medicine at the comparatively 
late age of 28. As well as being then a highly trained and 
competent shipowner’s secretary I had read widely and had 
broad interests, mainly in the field of adult education, and 
had no difficulty in passing the University Entrance Board 
Examination in a very short time, and therefore came some- 
where near the requirements for the “ ideal ” medical student. 
It meant hard work and considerable financial sacrifice, but I 
felt that the satisfying vocation and rise in professional status 
would be ample compensation. 

My first house job was in the month of October, 1948, 
before the machinery of the National Health Service had 
been properly set in motion. Though house-officers were 
paid less than the maids who cleaned our rooms, dimness of 
future prospects was not yet so apparent, and we were quite 
happy in the job. Two years later, after my fourth house 
job, and during which time the creaking wheels of the State- 
controlled Health Service were beginning to turn slowly and 
the present atmosphere of apathy, anxiety, and frustration 
was making itself felt in the house-officers’ mess, I decided 
to satisfy another ambition to travel as far and wide as pos- 
sible to see for myself what other lands were like and how 
the people lived. I have been singularly fortunate. My 
travels so far have taken me to Malaya, Indonesia, China, 
Japan, and Australia. In all these countries, as Dr. Ian D. 
Grant (Supplement, October 24, p. 173) says of New Zealand, 
“the doctor occupies an honourable and influential position 
in the life of the community,” and “ the status of the general 
practitioner is high.” 

Now after almost two years’ absence I return to find that 
the wheels of the State-controlled Health Service are in full 
motion, but unlike New Zealand, which also has a national 
health service, the Health Service here is under complete 


domination of the administrative bureaucracy. The status 
of the doctor, whether he be junior house-officer, consultant, 
or general practitioner, has been lowered till he is merely 
another Civil Servant of comparatively low rank. In hospital 
I am surrounded by clerks whose work I could do in my spare 
time and who are better paid in many cases. In reply to Dr. 
Harold E. Thorn’s latest letter (Supplement, October 31, 
p. 185), the time he spent giving intravenous infusions is now 
taken up in filling up the innumerable forms demanded by 
the Health Service. It is much more important now that 
forms, etc., be completed and sent to the office before 10.30 
a.m. on the day of a patient’s discharge than that necessary 
clinical work be attended to. 

It would seem that this bureaucratic hierarchy with its 
waste of time and material is an inevitable feature of State 
control of any industry or profession, but what a pity it had 
to happen to medicine.—I am, etc., 


Glasgow. Jessie M. LInpDsay. 


Sweated Doctors 


Sir,—Under the old regime doctors and nurses worked 
very long hours for very little money as a matter of profes- 
sional religion. The young doctor was free to plan his own 
life after qualification. Nowadays he must take up house 
appointments by legal compulsion, having no say whatevér 
in his long hours of highly skilled and responsible work, 
nor in his pay. This is forced labour, and nothing else, by 
which the State mans its hospitals. In any decent country 
the hours should be halved, or, if doctors just do not exist, 
the present salary doubled as overtime. I am surprised 
the B.M.A. or Medical Practitioners’ Union has not done 
something to reduce these very long hours of duty. Scattered 
up and down the country the house-men are not organized, 
and only the strong representation of the whole profession 
can help them. It is no good saying, It’s always been a 
twenty-four-hour-a-day job. This is 1953, when all men 
expect some leisure.—I am, etc., 


Shrewsbury. ALBERT E. NICHOLLS. 


Sir,—Like Dr. Thorn (Supplement, October 3, p. 161) I 
am under the impression that the present generation in all 
walks of life are less interested in their work and more con- 
cerned with holidays, free time, and pay than we used to be, 
but it is quite possible that our seniors thought the same 
about us. I was on the resident staff of three hospitals more 
than 30 years ago in which the conditions varied very 
greatly. In my teaching hospital we received our board and 
lodging and £20 at the end of the quarter, paid with a large 
Bank-of-England cheque. As there was a large resident staff, 
the work was not heavy, and personally I remember having 
a considerable amount of leisure. In the second, this time a 
non-teaching hospital in the London area, I was paid £150 
a year, with board and lodging. The food was abominable, 
but we were by no means overworked and had most Satur- 
day and Sunday afternoons free. In the third hospital, in 
Wales, we were paid £200 to £250 a year. In addition, some 
of us received upwards of £100 a year as medical officer to 
the V.D. clinic, and about £50 a year on medical reports for 
patients, and an equal amount for assisting our chiefs with 
private patients at nursing-homes. 

In those days we did not pay income tax on our board 
and lodging, as present residents have to do. The food was 
excellent, but the work was extremely hard, including a great 
deal of casualty work, for which we had no casualty officer. 
There were, I think, 10 honorary anaesthetists, none of whom 
ever appeared at the hospital, so we had to share the anaes- 
thetics between us, and we often had to anaesthetize for 
eight to ten hours in a day. Our chiefs usually left all 
emergency operations to us, and sometimes we had to depu- 
tize for them in the routine operations. I remember calculat- 
ing that we worked, on an average, 80 to 90 hours a week, 
and a hard day’s work was often followed by almost the 
entire night spent in the operating theatre. The work was 
interesting ; we had a great deal of experience, but one had 
an uncomfortable feeling that one would never catch up with 
one’s work. 
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Undoubtedly we were well paid, and the income tax was 
negligible, and we were able to save much of our pay, 
especially as we had not time to spend it. Our white coats 
were provided, and we had a free pass on the local railway 
and free admission to the local theatre and music hall, but 
_ we rarely had time to avail ourselves of these. None of us 
ever had a free week-end or a day off, and I was 18 months 
there before two of us thought of applying for a holiday to 
visit our parents abroad. This was granted after some 
opposition from some members of the board. 

From what I hear, in most hospitals now the residents have 
a fair share of time off, with frequent free week-ends. I do not 
grudge them this. It is all to the good that conditions should 
improve. One of my sons, who is a house-surgeon at the 
present time, tells me that he finds his work very hard and 
leisure almost non-existent. It is hard to generalize.— 
I am, etc., 


Rainham, Kent. W. U. DESMOND LONGFORD. 


Grading of S.H.M.O.s 


Sir,—Since the publication of the Minister of Health’s 
decision not to admit the recognition of any cases of 
hardship to, or unfair grading of, S.H.M.O.s (Supplement, 
October 17, p. 167), I have received a letter from a con- 
stituent of mine which I consider justifies the reopening of 
the whole subject. 

To begin with, the very idea of grading should never have 
been accepted by our negotiators at the inception of the 
Service. It is both hurtful and harmful to the individuals 
concerned, and also literally degrading to the whole pro- 
fession. My constituent is one who has had higher quali- 
fications in a specialty for eight years, and has practised 
this specialty for fourteen years, and is recognized by 
hospital colleagues, general practitioners, and the public as 
a consultant in that special branch of medicine. Further- 
more this practitioner holds a senior post at a hospital, 
classified as a consultant post. This is one example of 
many where there is gross injustice, not only in medical 
status, but also financially. (And in these days this must 
not be forgotten when S.H.M.O.s are often working as hard 
as and bearing the same or similar responsibilities as their 
colleagues of superior rank.) 

It should. be made plain to the Minister, the profession, 
and the public that all medical men and women who are 
duly qualified and registered, and so recognized by the 
law of the land, are of the same identical status, and that a 
few only are more eminent than others. I urge all S.H.M.O.s 
to take this matter up with their members of Council, with 
their Representatives, and with the Central Consultants and 
Specialists Committee. I urge them to promote a series of 
strong motions from their Divisions to the Representative 
Body, and to unite and work together. 

If all this does not move the Minister to act justly in 
our affairs through the machinery and prestige of the B.M.A. 
and the Joint Committee, then Members of Parliament must 
be instructed to ask, and persist in asking, questions of the 
Minister on the floor of the House of Commons. (AIl 
Ministers hate questions which concern injustice to indi- 
viduals or possible personal hardship.) This problem of the 
S.H.M.O.s is just one of the many injustices in this Act. 
All must and will in time be righted by continued and deter- 
mined effort.—I am, etc., 

Reading, Berks. 


S. F. LoGAN DAHNE, 
Member of Council for 
Berks, Bucks, Oxon, and Northants. 


Consultant Appointments 


Sir,—You report in the Supplement of October 10 (p. 163) 
that the Ministry has been again urged by the Central Con- 
sultants and Specialists Committee to advise boards to offer 
candidates for consultant appointments an option for whole- 
time or part-time service, and that where such an option is 
offered candidates should not be asked for their preference 
at the time of interview, as this might appear to be pre- 
judicial to those who had expressed a preference for part- 
time service. The expression of a preference for whole- 


time service might also be prejudicial to a candidate. The 
financial conditions for whole-time service are so inferior to 
those for part-time service that the selection of whole-time 
conditions by a candidate might be thought to show indif- 
ference to enlightened self-interest to a degree that might 
be a disadvantage to his social group. 

There is another point in connexion with the recom- 
mendation of the Consultants Committee that should be 
carefully considered. Presumably a board willing to appoint 
a whole-time consultant has a need for service amounting 
to a nominal eleven sessions, and if someone is appointed 
for, say, nine sessions there will be a deficiency for which 
the appointment of another consultant will be required. 
No doubt the advice given to the Minister seems reasonable 
to the committee, but will it be thought to make for good 
administration by an economist who has been appointed 
“to suggest means, whether by modification in organization 
or otherwise, of ensuring the most effective control and 
efficient use of such Exchequer funds as may be made 
available ”?—I am, etc., 


Liverpool. Henry H. MACWILLIAM. 


Cost of Practice Premises 


Sir,—We general practitioners have been asked to improve 
our surgery premises, but I feel that this problem is not 
being tackled at the root. Most surgeries are situated in 
buildings that were never intended for such use. The Inland 
Revenue allows practice expenses for alterations in the 
surgery, but if one replaces surgery premises and builds a 
new surgery this counts as a capital expenditure, and ‘one 
cannot claim anything for it. Having received the Danck- 
werts award, must we bear further instructions from the 
powers-that-be in silence, and abide by this blatant injustice? 

I received £860 as my share of the Danckwerts award, and 
the Inland Revenue claimed £230 as their legitimate portion. 
The new surgery premises cost me over £1,000. Under 
these terms the value of the Danckwerts award is completely 
lost.—I am, etc., 


Whitwell, Derbyshire. JosEPH MAIZEL. 


£100 Vanished 


Sir,—Some months ago (Supplement, April 4, p. 133) you 
kindly published a letter from me in which I pointed out that 
I and others in a similar position were likely to lose £100 
a year owing to the Danckwerts award. I was somewhat 
severely blamed for this letter, but it has, alas, turned out 
to have been fully justified. The £100 has now vanished 
into the pockets of others.—I am, etc., 


Sevenoaks, Kent. GORDON WARD. 


Keeping the Patient 

Sir,—The hospital doctor can scarcely be criticized for 
treating the casual patient who has a reasonable excuse for 
coming without a doctor’s letter, but the question of telling 
him to continue to attend is a different matter. Dr. D. Gold- 
man (Supplement, October 17, p. 171) gives a number of 
reasons for keeping the patient: might he not have added 
that it is easier to say, “Come again to-morrow,” than to 
sit down and write a letter ? 

At hospitals generally little attention seems to be paid to 
the circumstances of the patient: the mother with her shop- 
ping, cooking, and washing to do; the workman, a key man 
perhaps; the typist, often the only one in her office; the 
self-employed man whose livelihood depends on his presence 
at his business: to all of these a day, even half a day, at 
hospital means more than a little inconvenience. If they are 
returned to their own doctor they usually have a choice of 
morning or evening hours, and frequently fewer attendances 
will be required. 

I do not see why hospitals should do the work of the 
family doctor unless he is known to desire it. If he is in the 
Health Service surely it is part of his contract; if he is in 
private practice it is part of his bread-and-butter.—I am, etc., 


Beckenham, Kent. W. MAXWELL PENNY. 
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SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH 


The Council of the British Medical Association is prepared 
to receive applications for research scholarships as follows : 
An Ernest Hart Memorial Scholarship of the value of £259. 

A Walter Dixon Scholarship of the value of £250. 

These scholarships will be awarded to candidates whom 
the Science Committee of the Association recommends as 
qualified to undertake research in’ any subject (including 
State medicine) relating to the causation, prevention, or 
treatment of disease. 

Each scholarship is tenable for one year commencing 
October 1, 1954. A current scholar may apply to be re- 
appointed for an additional year. No scholarship may be 
held for more than three years. A scholar is not necessarily 
required to devote the whole of his or her time to the work 
of research, but may be a member of H.M. Forces or may 
hold a junior appointment at a university, medical school, 
or hospital, provided the duties of such appointment will 
not, in the opinion of the Science Committee, interfere with 
his or her work as a scholar. 

Applications for scholarships must be made not later than 
March 1, 1954, on the prescribed form, a copy of which will 
be supplied on application to the Secretary, British Medical 
Association, B.M.A. House, Tavistock Square, London, 
W.C.1. 

Applicants are required to furnish the names of three 
referees who are competent to speak as to their capacity 
for the research contemplated. 





Diary of Central Meetings 


NOVEMBER 

17 Tues. Arrangements Committee (Toronto, 1955), 11 a.m. 

17 Tues. Medical War Relief Fund Committee, 12.30 p.m. 

17 Tues. Subcommittee on Admission of Students to 
Medical Schools, 2 p.m. 

18 Wed. Guillebaud Evidence Subcommittee, G.M.S. Com- 
mittee, 2 p.m. 

18 Wed. Transport Medical Standards Subcommittee, 
Occupational Health Committee, 2.30 p.m. 

19 Thurs. Film Committee, 10 a.m. 

19 Thurs. G.M.S. Committee, 10.30 a.m. 

19 Thurs. Journal Committee, 2 p.m. 

19 Thurs. Radiologists Group Committee, 2 p.m. 

Fri. Tuberculosis and Diseases of the Chest Group 
Committee, 12 noon. 

23 Mon. Hospital Junior Staffing Subcommittee, Central 
Consultants and Specialists | Committee, 
11.30 a.m. 

23 Mon. Public and Professional Relations Subcommittee, 
Central Consultants and Specialists Committee, 


4 p.m. 

25 Wed. Rehabilitation Committee, 10.15 a.m. 

26 Thurs. Executive Subcommittee, Joint Formulary Com- 
mittee (at Pharmaceutical Society, 17, Blooms- 
bury Square, London, W.C.), 2 p.m. 

26 Thurs. a Subcommittee, G.M.S. Committee, 


p.m. 
26 Thurs. Staff Side, Committee ““C” Medical Whitley 
——— (at 14, Russell Square, London, W.C.), 
p.m. 
26 Thurs. Committee “ C,’’ Medical Whitley Council (at 14, 
J Russell Square, London, W.C.), 3 p.m. 
27:=«=*#F ri. Joint Committee of B.M.A. and the Magistrates’ 
: Association, 10.30 a.m. 
27=«*Fri. Industrial Injuries Evideace Subcommittee, Occu- 
- pational Health Committee, 2 p.m. 
27=«*#Fri. Venereologists Group Committee, 2 p.m. 


DECEMBER 
1 Tues. Staffing Committee, 11 a.m. 
Wed. Remuneration Subcommittee, Occupational Health 
Committee, 10 a.m. 
Wed. Occupational Dermatitis Subcommittee, Occupa- 
tional Health Committee, 2 p.m. 


Branch and Division Meetings to be Held 


BIRMINGHAM Drvision.—At 151, Great Charles Street, Birm- 
am, Tuesday, November 17, 8.30 p.m., meeting. Debate: 
“ That This House is of the Opinion that the Modern Doctor is 
in Danger of Losing the Use of His Senses.”’ Proposer, Dr. H. W. 
Donovan ; opposer, Dr. J. M. Malins. 


BLACKBURN Division.—At White Bull Hotel, Church Street, 
Blackburn, Tuesday, November 17, 8.15 p.m., B.M.A. Lecture by 
Dr. Ffrangcon Roberts: Health and Civilization. All medical 
practitioners in the area of the Division are invited. , 

Coventry Division.—At Gymnasium, Coventry and Warwick- 
shire Hospital, Tuesday, November 17, 8.30 p.m., special meeting. 
Sir Claude H. S. Frankau: “ Conditions Arising out of a State 
of Emergency "—(a) A short Description of the Organization of 
a Civil Defence Division with its Sections; (6) Medical Organiza- 
tion: (i) The Medical Services During a State of Emergency 
After an Outbreak of War. (ii) After an Attack has been Made. 

GOoLe AND Setsy Division.—At The Lodge, Snaith, Thursday, 
November 19, 7.30 p.m., meeting. Dr. S. T. Anning: “* Varicose 
Ulceration of the Legs.” 

GREENWICH AND DepTForD Division.—At Miller General Hos- 
pital, Greenwich High Road, London, S.E., Wednesday, Novem- 
ber 18, 8.30 p.m., meeting. Mr. K. L. Wilson: ‘* Earache, Deaf- 
ness, and Discharge.” Visitors are welcomed. 

Hype Division.—At New Inn, Mottram Road, Hyde, Wednes- 
day, November 18, 8.30 p.m., meeting. Dr. H. A. H. Selbourne: 
“The Adventures of a Medical Bibliophile.” 

IsLeE oF WiGcHTt Division.—At St. Mary’s Hospital, Newport, 
Saturday, November 21, 2 p.m. to 5 p.m., and Sunday, November 
22. 10 a.m. to 4 p.m., refresher course. 

KENSINGTON AND HAMMERSMITH Division.—At Hammersmith 
Hospital, Ducane Road, W., Wednesday, November 18, 2 p.m., 
ward visits for general practitioners. 

MACCLESFIELD AND East CHESHIRE Division.—At Macclesfield 
Arms Hotel, Macclesfield, Wednesday, November 18, 9 p.m., 
social evening. 

NortH OF ENGLAND BraNcH.—At Royal Victoria Infirmary, 
Newcastle-upon-Tyne, Thursday, November 19, 7.15 p.m., clinical 
demonstration by Mr. F. McGuckin: “Some Aspects of Deaf- 
ness”; 8.45 p.m., Address by Dr. Manuel Anderson: 
“ Beethoven and His Deafness.” 

NortH Mipov.esex Division.—At North Middlesex Hospital, 
Silver Street. Edmonton, N., Tuesday, November 17, 2.30 p.m., 
practitioners’ round. 

OLDHAM Division.—At Oldham Hotel, Rhodes Bank, Oldham, 
Monday, November 16, 9 p.m., meeting. Professor Victor F. 
Lambert: “* The Significance of Hoarseness.” 

REIGATE Division.—At Redhill County Hospital, Tuesday, 
November 17, 8.30 p.m., joint meeting with Reigate, Redhill and 
District Branch of Pharmaceutical Society of Great Britain. 
Address by Mr. F. C. Wilson (Secretary of Surrey Pharmaceutical 
Council): ** The National Health Service Problems as they Affect 
Both Doctors and Chemists.” 

RocuHpDALE Diviston.—At Turner Hall, Birch Hill Hospital, 
Rochdale, Thursday, November 19, 8 for 8.30 p.m., annual dinner. 
Members are invited to bring medical guests. 

SouTH MrippLesex Division.—At Jersey Rooms, Red Lion 
Hotel, Hounslow, Thursday, November 19, 7.15 for 7.45 p.m., 
annual dinner dance. 

SoutH Starrs Drvision.—At Bell Library, Royal Hospital, 
Wolverhampton, Tuesday, November 17, 8 for 8.30 p.m., meeting. 
Dr. J. D. Powell David and Mr. E. G. Dolton: “ Surgery in the 
Treatment of Pulmonary Tuberculosis.” 

SOUTHAMPTON Division.—At Southampton General Hospital, 
Wednesday, November 18, 8 for 8.30 p.m., general meeting. Dis- 
cussion to be onened by Miss G. Padfield (Superintendent Health 
Visitor, The William Budd Health Centre, Bristol): ‘* The Place of 
the Health Visitor in the National Health Service.” 

Sutton Co.prie_p Drivision.—At Sutton Coldfield Hospital, 
Thursday, November 19, 9.15 p.m., meeting. Address by Dr. 
L. S. Potter (Assistant Secretary, B.M.A.): ‘“* The General Practi- 
| and the Hospital in the Future.”” An open discussion will 
ollow. 

Swansea Diviston.—At Osborne Hotel, Swansea, Thursday, 
November 19, lecture by Dr. J. H. Sheldon. 

_West BROMWICH AND SMETHWICK Division.—At West Brom- 
wich and District General Hospital, Sunday, November 15, 
11 am., annual general meeting. 

West DERBYSHIRE Diviston.—At Smedley’s Hydro, Matlock, 
(1) Wednesday, November 18, 8.30 p.m., meeting. Mr. H. R. M 
Richards: “Modern Trends in the Treatment of Venereal 
Diseases.” (2) Saturday, November 21, 7 to 9 p.m., cocktail 
party. 

West Somerset Division.—At the Empire Hall. County 
Hotel, Taunton, Thursday, November 19, 7.45 for 8.15 p.m., 
second annual dinner and dance. Guests, medical and non- 
medical, will be welcome. 


Meetings of Branches and Divisions 
MATABELELAND BRANCH 
A meeting was held at the hospital, Bulawayo, on July 16, 
1953. With Dr. G Jamieson in the chair there were 12 
members present. 


SOUTH-WEST Essex DIVISION 

_ The Annual Dinner and_Dance of the South-west Essex Divi- 
sion was held at Epping on October 29. Ninety members and 
guests attended. Dr. A. R. Fox was in the chair and he pro- 
posed the toast of the guests, to which a reply was made by Dr. 
J. Arthur Moody, President of the Metropolitan Counties Branch. 
After dinner, dancing went on until 12.30 a.m. The master of 
ceremonies was Mr. Charles King, of Kingford. 
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A VISIT TO DENMARK 


BY 


E. R. C. WALKER, M.D., F.R.C.P.Ed. 
Scottish Secretary of the B.M.A. 


In November, 1952, there was received in the Scottish Office 
of the Association a letter from the Danish Institute’s repre- 
sentative in Scotland inviting “twenty young Scottish 
doctors * to visit Denmark in May or September of 1953. 
Any doubts concerning the possible response to this gener- 
ous invitation were soon set at rest, for, following an 
announcement in the 


by the Danish Institute, in conjunction with the Danish 
Medical Association. The picture must inevitably be an 
impressionistic one, and to that extent personal. 


New Port 


Our port of entry was Esbjerg, on the west coast of 
Jutland. Although we spent but a few hours there and 
did no “ medical” visiting, Esbjerg proved to be an inter- 
esting starting-off point. The history of the town itself is 
significant and in some sense symbolic of modern Denmark. 
After the war of 1864, when the. Prussians seized the 


southern provinces of Schleswig and Holstein, the Danes, 
who had been mainly 





Journal, inquiries 
began to come in 
from all over the 
country. Indeed, the 
only difficulty that 
arose at all was that 
of interpreting the. 
two qualifying ad- 


dependent on Ham- 
burg as a_ trading 
port, determined 
that they must have 
a port of their own 
on the North Sea. 
Esbjerg, then a tiny 
fishing hamlet, was 
chosen for this pur- 








jectives, “young” 
and “Scottish.” In 
consultation with 
Mr. Kav-Larsen, the 
representative of the 
Danish Institute in 
Scotland, it was as- 
certained that they 
had in mind a spirit- 
ual rather than a 
temporal interpreta- 
tion of the first and 
a domiciliary rather 
than a racial con- 
ception of the 
second. In the event 
a party of twenty- 
three sailed from 
Newcastle on Sep- 
tember 1. Coming from places as far apart as Oban and 
Galashiels, Arbroath and Thornhill in Dumfriesshire, they 
were widely representative. There were general practitioners, 
hospital doctors, public health men, administrators, and those 
important people in the medical scheme of things, doctors’ 
wives. 

It would not be possible in a short article to give a 
detailed account of the many interesting visits included in 
the full and varied two-weeks programme arranged for us 





State University Hospital, Copenhagen. 





pose and has been 
built up in less than 
a century into a 
considerable seaport 
town of nearly 
50,000 inhabitants. 
It is a well-planned 
and attractive mod- 
ern town—and inci- 
dentally the only 
place where we saw 
a golf course. The 
impression of new- 
ness thus created 
was to stay with us 
throughout the visit, 
perhaps especially in 
Jutland. It was 
possibly significant too that we were taken to lunch in a 
hotel built on the site of the local Gestapo headquarters, 
which had been blown up by patriots during the latter part 
of the war. As we were to learn, the resistance movement's 
contribution to the Allied victory, greater than is commonly 
realized in this uninvaded country, is remembered by all 
Danes with pride and in very tangible and practical ways. 

The journey from Esbjerg to Aarhus made us readily 


appreciate the description of Jutland given us by the 
2548 
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Director of the Aarhus municipal hospital as ‘“ Scotland 
gone over by a steamroiler.” His comment that Jutland 
shared with Scotland the experience of “being governed 
by a large metropolis situated in an out-of-the-way corner 
of the land” also scored a palpable hit. 

Medically, impressions of Aarhus centred round the 
university, which is one of the youngest, if not the youngest, 
in Europe, being within a week of celebrating its twenty-fifth 
anniversary at the time of our visit. Attractively situated 
in spacious grounds on a small hill, its many pleasantly 
designed red brick buildings contrasted strikingly with the 
venerable grey stone buildings that th~ mind of the Scot 
conjures up when he thinks of hic ima mater. Perhaps 
the most impressive of all its buildings was the main assem- 
bly hall, quite recently completed, a beautiful cathedral- 
like structure which is a miracle of acoustics. 


Aarhus Medical Services 


The medical school, the only one in Denmark outside 
Copenhagen, has played an important part in the develop- 
ment of the university and has been closely associated from 
the beginning with the hospitals of Aarhus, particularly the 
Kommune Hospitalet or municipal general hospital. In- 
deed, we gathered that the extent and quality of the hospital 
service available there greatly influenced the decision to 
found Denmark’s second university in Aarhus. In turn, 
of course, the association with the university has favourably 
influenced the development of the municipal and other 
hospitals, which are clearly of a high standard of equip- 
ment and service. 

Here at Aarhus we had our introduction to Denmark's 
highly organized social services, visiting day-nurseries, clubs 
for older children and, perhaps of especial interest, flats for 
old people, where single people and couples share many 
communal facilities, but at the same time have the privacy 
of their own little flats surrounded by their own household 
gods. We were informed that, in accordance with the 
modern view, the intention is that accommodation of this 
kind will be provided as an integral part of all new housing 
schemes. One visit of considerable interest was to the 
Aarhus Central Tuberculosis Centre, a modern and well- 
equipped building completed in 1950. The tuberculosis ser- 
vice in Denmark is largely State-financed, and examination 
at the centres is free. The success attained in the campaign 
against tuberculosis is justifiably a matter of national pride. 
Denmark has the lowest tuberculosis death rate in the world. 
Many factors, demographic and geographic as well as 
medical, have contributed to this success, but all the doctors 
with whom we discussed this issue, while not making extra- 
vagant claims for it, gave much credit to B.C.G. vaccination. 
Not far short of 10% of the population have now been 
vaccinated. The State Serum Institute in Copenhagen has 
probably unrivalled experience in the production, standard- 
ization, and use of the vaccine, and this has clearly contri- 
buted much to the reduction of risk attached to the pro- 
cedure and the confidence with which the profession in Den- 
mark have endorsed it. The death rate at present is about 
one-third and the notification rate less than one-half those 
obtaining in Scotland. It seemed to be the consensus of 
opinion that, of the means of ascertainment of new cases, 
reference to the centres by their own doctors of patients 
with suggestive symptoms was the most effective. There is 
clearly a high degree of co-operation between the prac- 
titioners and the centres. 


Wonderful Copenhagen 


Our next port of call was Copenhagen, which we reached 
early on a bright Sunday after a comfortable overnight 
voyage from Aarhus, including a glimpse of Elsinore from 
the sea for the early risers. What a truly delightful and 
altogether satisfying city is this “ Paris of the North” ! 
When, a little later in our visit, we had the pleasure of 
“assisting at” the Copenhagen premiére of the “ Hans 
Christian Andersen” film we found ourselves whole- 


heartedly endorsing Mr. Danny Kaye’s tuneful encomiums. 
of “wonderful, wonderful Copenhagen ”—and also, inci- 
dentally, sharing the amusement of the good-humoured 
Copenhageners over Hollywood’s conception of their city. 


It is only possible here to give a brief account of some 
of the features of a crowded week’s programme. There was 
to begin with the Rigshopitalet, or State Hospital, which is 
the medical teaching centre. It was interesting to contrast 
this old-established foundation and its architectural evidence 
of slow evolution with the planned modernity that was so 
striking a feature at Aarhus. Not that the modern is absent 
in Copenhagen—far from it. The Medical-Anatomical 
Institution, situated in the University Park, was a most 
impressive example of skilful up-to-date design and con- 
struction. A notable feature is a magnificent lecture hall, 
capable of seating 600 and fitted with almost every modern 
device and aid to lecturing. It is used for scientific and 
other meetings throughout the winter, and particularly, so 
Professor Okkels told us, for Nobel prize-winners, who are 
“nobbled” on their way through to Stockholm. 


Danish Medical Association 


At the home of the Danish Medical Association we 
were most hospitably received by Dr. Raft, a member of 
the council, and Dr. Trier, one of the three secretaries. 
The present building is a handsome nineteenth-century 
structure, originally the home of a millionaire and con- 
structed accordingly. It was acquired by the Association 
after the war, because the Germans had blown up their 
original building as a reprisal for the part taken by doctors 
in the resistance movement. In the new building is a 
beautiful memorial plaque to the twenty-two Danish doctors 
shot by the Gestapo. 

We learnt a lot of interesting things about this sister 
Association and its organization, many of which were 
thought-provoking. It was founded in 1857, and nearly all 
doctors in Denmark—that is, about 5,000—belong to it. 
The subscription is high—200 kroner, or about 10 guineas 
a year for seniors and half this for juniors. A quarter of 
this goes to the local branches, of which there are 23. The 
Association is governed by a council of seven members. 
The detailed work is undertaken by eleven committees, of 
which the largest numbers 13 members. There is an elected 
board of representatives at present numbering 82, to which 
the council reports annually. There are three medical secre- 
taries, all of them part-time, and a clerical staff of 12. 
Despite this economy of administration it probably plays 
a more decisive part in the medical scheme of things than 
does cur own Association. It may be for this very reason 
that that scheme, although less tidy on paper, is in reality 
simpler and more straightforward than our own, and, above 
all, has avoided the specious attractions of centralization. 
It seems significant that we did not, among the many doctors 
we met, encounter any who adversely criticized the country’s 
system of medical services. 

It was a memorable experience to hear Professor Lassen 
tell the fascinating story of the great poliomyelitis epidemic 
of 1952, which he has already described in the Lancet. 
It is the tale of a challenge swiftly met with courage, 
brilliant improvisation, and first-class organization. Over 
300 cases of bulbar and respiratory paralysis were handled 
in the space of a few weeks, and over 300 volunteer medical 
students undertook the grim job of keeping going the im- 
provised transtracheal artificial respiration. We also saw 
the seaside hotel which had been transformed in a few 
weeks into a hospital for the long-stay treatment of those 
suffering from residual paralysis. 

While in Copenhagen we saw more of the work of the 
tuberculosis service, perhaps the most interesting visit being 
to the children’s sanatorium at Vordingborg. Here we found 
25 British children, most of them from Scotland. We were 
glad to find them in excellent spirits and doing well. They 
in turn manifestly enjoyed the excitement of our visit. Here, 
too, we saw the bridge between Zeyland and Falster, the 
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longest in Europe. It is half a mile longer than the Forth 
Bridge, carries road as well as rail, and was built by an 
English firm. 

Of our non-medical activities suffice it to say that we 
visited the Tivoli Gardens, the opera, and, according to taste, 
sampied the night life. 

Each member of our party will have particular treasures 
to add to the storehouse of happy memories. But com- 
mon to all will be the memory of a welcome warm and 
friendly, of hosts who embarrassed us only (while delighting 
us at the same time) by their remarkable knowledge of our 
country and our language, and of Lauritz Hvas, our incom- 
parable cicerone, ably supported by his charming Swedish 
wife. A truly delightful guide, he contributed more than 
anyone to the success of what it is greatly to be hoped will 
be the first of a regular exchange of visits between the 
doctors of Denmark and Scotland. 








INDUSTRIAL MEDICAL OFFICERS 
DUTIES AND ETHICAL RULES 


A memorandum entitled “* Duties of, and Ethical Rules for, 
Industrial Medical Officers” (British Medical Journal Sup- 
plement, April 2, 1949, p. 200) was approved by the Repre- 
sentative Body in 1949. Its purpose is to act as a guide to 
all medical practitioners holding industrial medical appoint- 
ments, particularly with regard to their relationship with 
other members of the medical profession in their area. In 
July of this year the Representative Body considered 
motions on the need for adhering to these rules, and the 
following resolutions were passed : 

“‘(a) That the Representative Body cannot agree that industrial 
medical officers should be permitted to undertake continued 
treatment of workpeople without the consent of the patient’s 
general practitioner, and instructs the Council not to depart from 
the rules at present in operation.” 

‘““(c) That this meeting, while it whole-heartedly supports the 
Council’s view that no case has been made out for the abolition 
of the existing ethical rules for industrial medical officers, urges 
that these rules should be specifically brought to the notice of all 
industrial medical officers, whether members of the Association or 
not, and hopes that these rules will be scrupulously observed.” 

Copies of the Ethical Rules for Industrial Medical Officers 
are available in leaflet form, and any industrial medical 
officers, whether part-time or whole-time, who are not 
familiar with them may obtain a copy on request from the 
Secretary, British Medical Association, B.M.A. House, Tavi- 
stock Square, London, W.C.1; the Scottish Secretary, 7, 
Drumsheugh Gardens, Edinburgh ; or the Regional Offices. 





N.O.T.B. ASSOCIATION 


National Economy 


The Committee of the N.O.T.B. Association met on October 
9 and discussed the Guillebaud Committee. From its terms 
of reference it was clear that the Guillebaud Committee was 
to be concerned not only with economy in the N.H.S. but 
with efficiency also. Desirable improvements might well be 
possible in the Ophthalmic Services. The Committee of the 
N.O.T.B.A. has decided to ask all members what individual 
suggestions they themselves would care to put forward. It, 
has also appointed a subcommittee to go further into the 
matter. 
Future Eye Services Report 

The following sections from the Future Eye Services 
Report submitted by the N.O.T.B.A. for the support of the 
Ophthalmic Group Committee have received the Ophthalmic 
Group Committee’s support, and will be considered in con- 
nexion with the evidence to be given to the Guillebaud 
Committee: 
“the right to decide which abnormal cases should be referred 
back to the general practitioner for reference to the hospital eye 


service and which should be retained in the supplementary 
ophthalmic service and given a prescription for glasses if 
necessary ”” 


and 


-““ the right to prescribe under the Health Service cycloplegic drugs 


for the purpose of examination.” 


The Committee of the N.O.T.B.A. welcomes this decision, 
because it regards the status of the ophthalmic medical prac- 
titioner as one of primary importance. 


Complaints Against Letter 


A successful appeal has been made against the “ convic- 
tion” of a dispensing member by an executive council on a 
charge that the issue of a letter from the N.O.T.B.A. to a 
general practitioner which included the address of a dis- 
pensing member contravened the dispensing member’s terms 
of service, since, it was alleged, it was “ advertising by impli- 
cation.” The N.O.T.B.A. has given full support to the dis- 
pensing member and the case was carried to the Minister, 
with the satisfactory result that the Minister has allowed 
the appeal. 

Schoolchildren 


The Committee is acutely alive to the dangers and poten- 
tial abuse arising in the issue by lay persons of the Form 
O.S.C.10 for repairs and replacements where the children 
have been attending the school clinic. This matter is being 
fully ventilated with the Ophthalmic Group Committee and 
joint action pursued. A further report will appear in the next 
issue of the Bulletin. 


Advice to Patients 


S.I. No. 1177, 1953 (S.O.S. Amendment Regulations), now 
prints the following statement: 

“‘ Representations have been made to the Minister which suggest 
that there may have been some misunderstanding about the 
position where doctors recommend patients who may need glasses 
to particular ophthalmic medical practitioners or ophthalmic 
opticians. The regulations made under the National Health Ser- 
vice Acts contain nothing to prevent a general medical practi- 
tioner from supplying a patient with the name and address of 
an ophthalmic medical practitioner or ophthalmic optician, and 
there is no objection to his doing so, provided nothing is said 
that might seem to override the clear statement in the note on 
the back of Form O.S.C.1 that the patient has a free choice in 
selecting the person who isto test his sight.’’ 


Attention should be drawn to the vital clause in the above 
paragraph—“ There is no objection to his doing so.” 


Cardiff Exhibition 


The Committee received a report on the B.M.A. Cardiff 
Exhibition. The N.O.T.B.A. stand provided the secretary 
with an opportunity of giving useful information to general 
practitioners and being able to correct any misapprehension 
about their freedom to give advice to their patients. 








THE B.M.A. AND THE GUILLEBAUD 
COMMITTEE 


A small steering committee, consisting of the Chairmen of 
the Council, the Representative Body, and the committees 
chiefly concerned, has thought about the topics on Which 
evidence might be offered to the Guillebaud Committee and 
has invited the views of various committees. The steering 
committee will try to co-ordinate these views, to resolve 
any conflicts of sectional interests, and to ensure through 
liaison with the colleges and the Society of Medical Officers 
ot Health that a common front is presented. The aim is 
to produce an interim statement of evidence by the end of 
this year. The Scottish Committee, the chairman of which 
is a member of the steering committee in London, will give 
separate evidence on the Service in Scotland when the 
Guillebaud Committee sits in Edinburgh. 
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T.U.C. EVIDENCE TO GUILLEBAUD 
COMMITTEE 


PROFESSIONAL REPRESENTATION PREJUDICES 
HOSPITAL ECONOMY 


The General Council of the Scottish Trades Union Congress 
advocates, in its memorandum of evidence for presentation 
to the Guillebaud Committee, a reduction in the number 
of hospital boards of management in Scotland. In putting 
forward this proposal, the memorandum says: “An 
examination of the present distribution of boards with a 
view to their reduction should also include a review of the 
present hierarchy of administration which has become a 
feature of the hospital service. So far as the boards them- 
selves are concerned, the provision for appointment of 
representatives of the medical and dental staffs to participate 
in management should be reviewed as, apart from the irrita- 
tion it creates amongst other members of the hospital team, 
there is a strong feeling that consideration of hospital admin- 
istration by a committee, including the possibility of effecting 
desirable economies, is prejudiced by the presence of these 
representatives with professional ‘axes to grind.’” 


Bed Occupancy 


Going on to talk about the use of beds, the General 
Council says that, “in certain types of hospitals, beds have 
been allowed to stand empty because the medical people 
involved would not agree to their allocation to tuberculosis 
patients. Some of this opposition has been overcome re- 
cently, but it is known that beds are unoccupied which could 
probably be made available if the medical side of the ser- 
vice had not such a large say in the management of the 
hospitals.” 





BRITISH MEDICAL STUDENTS’ 
ASSOCIATION 


ANNUAL GENERAL MEETING, 1953 


The twelfth annual general meeting of the British Medical 
Students’ Association was held in the University of Bristol 
from November 5 to 7, and was attended by 55 delegates. 
The Dean of Medicine, Professor R. Milnes-Walker, wel- 
comed the Association to Bristol, and the following day the 
Honorary President, Professor G. Gordon Lennon, gave his 
inaugural address. Social events included an informal re- 
ception by the Bristol Division of the B.M.A., and the 
Annual Dinner and Ball of the Association. On the last 
day the meeting was addressed by the secretary of the South- 
West Faculty of the College of General Practitioners. 


A Successful Year 


A report of the executive committee showed a successful 
year. Membership had grown to comprise 25 of the 30 medi- 
cal schools or faculties in Great Britain, being complete 
everywhere but in London. The ever-increasing load of 
international work had proved a very great burden for the 
officers involved, but had been rewarding. A large number 
of students had been able to visit medical schools and 
clinical conferences abroad, and many more had been 
accommodated in this country. It was decided to hold an 
International Clinical Conference in 1954 in London, Edin- 
burgh, and Birmingham. The meeting was very glad to wel- 
come Miss Tove Jagt of the Danish Medical Students’ 
Association to its international discussions, and suggested 
some arrangement for closer collaboration between the two 
associations. 


Matters Considered 


Appreciation was expressed of the work done to improve 
the position of married ex-Servicemen under provisional 


registration, and indebtedness to the B.M.A. in this respect 
was recorded. The position of housemen generally evoked 
some discussion, especially among those delegates who had 
recently qualified. It was decided to investigate the position 
of representation of housemen before taking any further 


' Steps. Another problem considered was the complexity and 


variety of local education authority awards, some authorities 
failing to recognize that clinical study posed a financial 
problem for the medical student. A lack of co-operation 
between local authorities and medical schools was reported. 


British Student Tuberculosis Foundation 


The meeting discussed the development and future plans 
of the British Student Tuberculosis Foundation, which had 
already provided tuition and convalescent care for 26 
students suffering from tuberculosis at its pilot centre at 
Pinewood, Berks. There was a waiting-list of 20. - The 
meeting heard of the Foundation’s plans for a larger, perma- 
nent centre and of its projected incorporation as a limited 
company. 

The Education Officer was congratulated on his report on 
general-practice teaching schemes in medical schools which, 
as one of the B.M.S.A. delegates, he had presented to the 
World Conference on Medical Education. 





Correspondence 








Senior Registrars 


Sir,—I think it wrong that the woes of senior regis- 
trars should ever disappear for any length of time from 
your correspondence columns. There are hundreds of us, 
impecunious and desperate, waiting to struggle for the few 
consultant jobs advertised annually. Most of us qualified 
14 or more years ago, we have committed no crime, though 
indeed the less wise of us waited for the war to finish before 
we took our specialist degrees. The consultant posts, which 
were to be created in the new Health Service, have never 
appeared. We grow middle-aged, liable to dismissal every 
few years, unable to settle anywhere, and with no money to 
educate our children. Even the few general surgical and 
medical posts advertised annually are filled to no recogniz- 
able plan; in some hospitals, should a vacancy occur, the 
senior registrar on the spot, assuming he is competent, has 
an excellent, almost inevitable, chance of promotion : othe 
hospitals, doubtless anxious to select the most highly recom- 
mended men, have acquired a most unenviable reputation 
for disloyalty. 

Surely the least that can be done by an apparently heed- 
less Ministry of Health is summarized by three points : 
(1) senior registrars must be given some genuine security 
of tenure of their posts ; (2) they should receive some annual 
increase of pay, based on experience or qualifications, to 
raise their present maximum rates which are so pathetically 
less than those of either general practitioners or junior con- 
sultants ; and (3) a nation-wide system of consultant selec- 
tion must be adopted.—I am, etc., 


Ipsw’ch. EDWARD ELMHIRST. 


Injustice to S.H.M.O.s 


Sir,—Once again I write in protest against the Ministry's 
unjust and summary treatment of that displaced person 
the S.H.M.O. who was arbitrarily graded as such on the 
appointed day. Despite the fact that the Central Consultants 
and Specialists Committee brought to the notice of the 
Ministry certain cases in which there was prima facie 
evidence that injustice had been done, a further review of 
these cases has been refused. The position, particularly of 
the older S.H.M.O. in the late forties and early fifties, is now 
desperate in the extreme. Even if he should decide to up- 
root himself and his family from home, colleagues, and 
friends in order to seek preferment in another part of the 
country, what regional board in its senses would appoint a 
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consultant relatively near retiring age when it is possible to 
obtain the services of a younger man, fresh from a teaching 
hospital, with about 30 years of consultant life ahead of him ? 
Therefore, as things stand at the moment, the S.H.M.O. is 
forced to continue to carry out consultant work and responsi- 
bilities with an inferior status and at an inferior and grossly 
inadequate salary. 

We owe a great debt of thanks to those who have already 
done their best to help us without any success up to date. It 
is now time for the individual to act separately and collec- 
tively. I suggest that each one of us should, first, get in touch 
with his local representative on the Council of the B.M.A. 
and ask him to take action; secondly, protest to the 
academic body representing his specialty ; thirdly, voice his 
protest through the good aegis of the Journal ; fourthly, ob- 
tain active support from consultant colleagues ; and, fifthly, 
mobilize all other S.H.M.O.s in a similar predicament to do 
likewise. Finally, if the Ministry still remains unimpressed, 
questions should be asked concerning the matter on the 
floor of the House.—I am, etc., 

Amersham, Bucks. BERYL L. HARRISON. 


Service Recruitment 


Sir,—Although I can accept neither Dr. C. Iliffe’s 
definition (Supplement, November 7, p. 191) of “ the highest 
form of service we can give our country” nor his belief 
that “an M.O. must be an officer first and a doctor second,” 
I would nevertheless strongly endorse the substance of his 
letter. 

As a specialist anaesthetist in the late war, I was, at divers 
times, company officer, transport officer and imprest holder 
in R.A.M.C, units, and C.O. of an Italian P.O.W. hospital. 
At the time of the latter appointment, a surgical colleague 
posted to a similar command protested, through his wife, 
to his M.P. against the waste of his surgical talents in an 
administrative job. Surprisingly the protest bore fruit and 
we were relieved of our commands, to his satisfaction and 
my chagrin. Frankly, I valued those regimental duties not 
only as prophylaxis against boredom during the inevitable 
periods of clinical inactivity but also for the salutary dis- 
covery, in the doing of them, that doctors are not the only 
specialists in an army. 

The minority who, resentful of their period in uniform, 
are deliberately slovenly in such things as the wearing and 
saluting of it are no credit to themselves, the Service, or our 
profession. It is likely that the M.O. who wears his uniform 
the more smartly is the better doctor, but he is still—pace 
Dr. Iliffe—a doctor first and an officer second, and it is as 
such that his men think of him.—I am, etc., 

Loughton, Essex. DONALD V. BATEMAN. 

Sir,—I read with interest the correspondence on Service 
recruitment (Supplement, October 24, p. 178, and Novem- 
ber 7, p. 190). However, it seems to me that the chief cause 
of reluctance on the part of doctors to volunteer for the 
Regular Army is the separation from family life. If the 
Service authorities would grant to their medical officers the 
same facilities to be accompanied by their families as do 
civilian firms operating abroad, f feel sure that the recruit- 
ment problem would be immediately settled.—I am, etc., 

London, S.E.18. JOSEPH ARMSTRONG. 


Sir,—I was surprised by the views expressed by Dr. C. 
lliffe (Supplement, November 7, p. 191). Striving after good 
medicine and trying to raise the general standards of health 
is surely not a lower form of service than ‘“ membership 
of the armed Services.” A man does not work for six 
years or more, and his training may involve considerable 
sacrifice, in order to perform non-medical duties. However 
“complimented” the doctor in the Services may be by 
this questionable privilege, it is hardly the form of service 
to which he is best suited. Furthermore, many of the 
officers with whom an M.O. has to work have not, as 
Dr. Iliffe infers, “ but painfully acquired the right after ser- 
vice in the ranks.” They have proceeded to their commis- 
sions from Sandhurst or some similar institution. 


Finally, I most profoundly disagree with the contention 
that “an M.O. must be an officer first and a doctor second.” 
Such an attitude is indefensible and is contrary to the tradi- 
tions of our profession. If the doctor is to serve, and most 
do, ungrudgingly, let us keep to our highest tenets and be 
practitioners of medicine first and foremost, no matter what 
branch we happen to serve in.—I_am, etc., 

Wisbech, Cambs. - P. E. HARTLEY. 


Sir,—Dr. C. Iliffe (Supplement, November 7, p. 191) 
has criticized my attitude to Army life, and I would appre- 
ciate the opportunity of replying. I fully realize the neces- 
sity of military training in these days of international tension 
and appreciate that a doctor must serve his country in what- 
ever way it should be considered necessary. Nevertheless, 
I fail to understand why he should be employed in a post 
for which he has had no training, and in which he can 
make little use of his medical knowledge. 

I admit that to some extent my concern is personal, but 
is it not natural that one should be concerned, knowing that 
one’s medical ability is diminishing inversely proportional to 
one’s knowledge of pay regulations or unit accounting ? 
It is not the lot of every National Service M.O. to be 
divorced from clinical medicine, but it is widely appreciated 
that acceptance of a short-service commission will almost 
invariably lead (if one is not a specialist) to a non-clinical 
appointment. 

Dr. Iliffe’s opinions are orthodox by military standards, 
but repetition of them will not improve the rate of recruit- 
ment. Indeed, the opinions that he sets forth in his letter 
are exactly those which deter the National Service M.O. 
from consideration of a military career.—I am, etc., 

London, N.W.3. ° L. C. KREEGER. 


The Coronary Club 


Sir,.—We hear very little about the Health Service in this 
feudal island. Your issue of September 26 is a monumental 
exposition. Escapees from thraldom come now and then, 
and, finding that Jersey is already over-doctored, pass on to 
the Dominions and Colonies. Some, however, roll up their 
diplomas as past folly and take up chicken ranching or the 
cultivation of Parma violets. I have heard of one man who 
is a water bailiff on a salmon river in British Columbia and 
loves it. 

I am an old-timer who qualified in 1897, and long since 
retired. In those days, and indeed until recently, we could 
practise medicine, surgery, and midwifery where or how we 
liked, and generally we used about 30 drugs, and I am 
unaware that our mortality was higher than it is now. 

After study of your General Practice number (Septem- 
ber 26), I now realize how far down the Gadarene slope an 
all-trusting profession has been pushed. There seems to be 
no time for relaxation or exercise. Gone are the days when 
time off could be taken for a bit of fishing, shooting, or even 
hunting. Most of the doctors appear to be heading uncon- 
sciously for membership of the Coronary Club. 

The various and multiple drug houses are having their 
heyday, and how the profession copes is a wonder. There 
are some 11,000 items in the 1952 index of Martindale, and 
a fresh spate of circulars arrives almost by every post. I 
receive folders or booklets on art paper of some new nostrum 
probably as efficacious as the pharmacopoeia of a witch 
doctor. Franked postcards are enclosed for a clinical speci- 
men and quite often expensively produced coloured pictures 
of some long past medical event. Only to-day I have received 
a most elaborate production measuring 13 in. by 11 in. and 
weighing 16 oz. Its 30-odd pages are profusely illustrated in 
colour, and, as it was sealed, the postage must have been 
high. Naturally the product it extols is prohibitive in price. 
The Ministry of Health must suffer from insomnia, and must 
look askew at the astronomical drug bill. 

The Daily Telegraph of October 15 records that a pro- 
fessor of psychological medicine in a lecture at Oxford 
stated that “ benzedrine ” was being “ hawked round quite a 
bit,” and that addiction occurred most in two groups— 
doctors and prostitutes. And in your issue of October 17 
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there is, coincidentally, a whole-page advertisement of this 
drug obtainable in a convenient receptacle. Seeing that the 
two oldest professions in the world are grossly overworked 
day and night, is it any wonder that some stimulation for 
survival is sought ?—I am, etc., 

Jersey. A. E. STEVENS. 


Distribution of- Power 


Sir,—The report of the meeting of the G.M.S. Committee 
(Supplement, October 24, p. 176) gives further evidence of 
the confusion in the medical services. Under the heading 
“General Practitioners and Hospitals” a most significant 
statement was made—i.e., “On the question again being 
,raised, the Committee had deferred further consideration in 
order that information might be obtained about the exact 
relationship of the various advisory committees to the hos- 
pital administrative organization.” Does anybody know ? 
Or could anybody know ? 

The fact is that the N.H.S. is a totalitarian organization 
which we are trying to run as if it were democratic. The 
Ministry for the time being has buried the N.H.S. under a 
holocaust of committees, but the power to act is reserved to 
the Ministry, naturally, which makes much of the work of 
the committees a waste of time and effort. For example, we 
have a Spens report, followed by a Danckwerts award, fol- 
lowed by a working party, followed by a committee to deal 
with the injustices of the working party, followed by a 
questionary, and so on ad infinitum. We are for ever chasing 
our tails, so to speak. As a result of this I don’t think it an 
exaggeration to say that the Service is deteriorating and the 
profession in all its branches is in a general state of fret. 
There is no sign of settled conditions anywhere on the 
horizon in any section of the medical services. On the con- 
trary, chaos is followed by more chaos and more committees 
—and this after five years. I may be wrong, but I am con- 
vinced that there is too much Ministry of Health in the 
National Health Services, and until] power to act is more 
widely distributed the Service will never work properly.— 
I am, etc., 

St. Osyth, Essex. R. E. CLARKE. 


Small-list Practitioners 


Sir,—There is complete and ominous silence about the 
pay of small-list practitioners below the “ aged” classifica- 
tion. By April next, when the stop-gap special allowances 
end, many young doctors who have been in practice for 
four to five years will be in serious financial difficulties. 
What is being done by the investigators ?—I am, etc., 








London, E.1. N. D. WAYNE. 
Association Notices 
Diary of Central Meetings 

NOVEMBER 

23 Mon. Hospital Junior Staffing Subcommittee, Central 
Consultants and Specialists | Committee, 
11.30 a.m. 

23. Mon. Public and Professional Relations Subcommittee, 
Central Consultants and Specialists Committee, 

p.m. 
25 Wed. Rehabilitation Committee, 10.15 a.m 


26 Thurs. Joint Subcommittee of G.M.S. and Public Health 
Committees on Health Visitors, 11 a.m. 

26 Thurs. Executive Subcommittee, Joint’ Formulary Com- 
mittee (at Pharmaceutical Society, 17, Blooms- 
bury Square, London, W.C.), 2 p.m. 

26 Thurs. Maternity Subcommittee, G.M.S. Committee, 


2 p.m. 

26 Thurs. Staff Side, Committee “C,’ Medical Whitley 
reg (at 14, Russell Square, London, W.C.), 

p.m. 

26 Thurs. Committee “ C,’’ Medical Whitley Council (at 14, 
Russell Square, London, W.C.), 3 p.m. 

27 «*Fri. Joint Committee of B.M.A. and the Magistrates’ 
Association, 10.30 a.m. 


27 «~*Fri. Industrial Injuries Evidence Subcommittee, Occu- 
pational Health Committee, 2 p.m. 
27:=«=*#F ri. Venereologists Group Committee, 2 p.m. 


DECEMBER 


1 Tues. Staffing Committee, 11 a.m. . 

2 Wed. Remuneration Subcommittee, Occupational Health 
Committee, 10 a.m. ; 

2 Wed. Occupational Dermatitis Subcommittee, Occupa- 
tional Health Committee, 2 p.m. 


Branch and Division Meetings to be Held 


BourNEMOUTH Division.—At Royal Victoria Hospital, Bos- 
combe, Friday, November 27, 8.15 p.m., meeting. Address by Dr. 
H. K. Goadby: “ Complications of Diabetes Mellitus and Their 
Treatment.” 

City Division.—At Institute of Laryngology and Otology, 
Gray’s Inn Road, W.C., Friday, November 27, 3.30 p.m., clinical 
meeting. Mr. J. C. Hogg: “ The Relationship Between Sinusitis 
and Chest Disease.” 

DorseT AND West Hants BrancH.—At Grosvenor Hotel, 
Swanage, Wednesday, November 25, 4.15 p.m., meeting. Talk 
by Dr. C. R. L’Estrange Orme: ‘“ The Role of Exercises in 
Physical Medicine.” : 

DunpbeeE AND AnGus Dtvisions.—At Royal Hotel, Union Street, 
Dundee, Tuesday, December 8, 8.30 p.m., buffet-dance. __ 

Hampstead Division.—At Hampstead Central Library, 
Finchley Road, N.W.. Wednesday, November 25, 8.30 p.m., meet- 
ing. Dr. Robert Forbes: ‘“ The Law, the Hospital, and the 
Doctor.” Members of the legal profession are invited. 

HOLLAND Division.—At The Peacock and Royal Hotel, Boston, 
Saturday, November 28, 7.15 for 7.45 p.m., supper: 9 p.m., 
address by Mr. L. G. Cruickshank: ‘Cardiac Surgery—The 
Present Advances.” 

Hype AND STALysRIDGE Division.—At Macclesfield Arms 
Hotel. Macclesfield, Friday, November 27, 8.30 for 9 p.m., annual 
dinner dance. ‘ 

Ise oF WiGcut Division.—At St. Mary’s Hospital, Newport, 
Sunday, November 22, 5 p.m., annual general meeting. 

KENSINGTON AND HAMMERSMITH Division —(1) At Hammer- 
smith Hospital, Ducane Road, W., Wednesday, November 25, 
2 p.m., ward visits for general pvractitioners. (2) At West London 
Hospital, Hammersmith, W., Thursday. November 26, 8.30 p.m., 
— demonstration by West London Medico-Chirurgical 

ociety. 

Lancaster Division.—At Kings Arms Hotel, Lancaster, 
Wednesday. November 25, 8.30 p.m., meeting between local 
medical officers of health and the general practitioners. 

LeicgH Divistion.—At Co-operative Hall, Leigh, Wednesday, 
November 25, medical ball. = 

Mancuester Division —At Department of Pathology, Clinical 
Science Building, York Place. Manchester, Monday. November 
23. 9 p.m., meeting in conjunction with General Practice Section, 
Manchester Medical Society. Film: ‘‘ Senile Ob'iterative Arteritis 
of the Legs.”” Professor A. M. Boyd will introduce the film and 
open a discussion. . 

MarYLEBONE Diviston.—At Medical Society of London, 11, 
Chandos Street, W., Friday, December 4, meeting. Dr. Robert 
Forbes: ‘‘ Legal Problems in Medical Provinces.” 

Min-Essex Division.—At Out-natients Denartment, Chelms- 
ford and Essex Hospital, London Road, Chelmsford, Wednesday, 
November 25. 8.15 pn m., meeting. Dr. W. J. O°Donovan: “ Drug 
Eruptions, New and Old ” (illustrated). A discussion will follow. 

Miv-Herts Division.—At Mid-Herts Hospital, St. Albans, 
Friday, November 20, 8.15 p.m., clinical meeting. 

MONMOUTHSHIRE Dtvision.—At St. Mellons County Club, 
Tuesday. November 24. 8 for 8.30 p m., annual dinner. 

Nortu-kast Essex Division.—At Colchester Garrison Officers’ 
Club. Abbey Gardens, Colchester, Saturday, November 28. 3 p.m., 
special meeting of the British Dental Association to which all 
members of the Division are invited. 

NortH Mipoiesex Division.—At North Middlesex Hospital, 
Silver Street, Edmonton, N., Tuesday, November 24, 2.30 p.m., 
practitioners’ round. 

Nortu Starrs Division.—At North Stafford Hotel. Stoke-on- 
Trent, Thursday. November 26, 7 for 7.30 p.m., golden jubilee 
dinner dance. Guests will be welcome. 

NOTTINGHAMSHIRE BraNcH.—At Victoria Station Hotel, 
> sama Wednesday, November 25, 8 for 8.30 p.m., annual 
inner. 

OxrForp Division:—At Maternity Department Lecture Theatre, 
Radcliffe Infirmary. Oxford, Wednesday. November 25, 8.15 p.m., 


‘annual general meeting. Chairman’s address: ‘* Drugs and the 


Doctor.” 

SoutH Starrs Division.—At Mount Hotel, Tettenhall Wood, 
Wo'lverhampton, Thursday, November 26, 8.30 for 9 p.m., B.M.A. 
buffet dinner-dance. 

SoutH-west Wates Division.—At Mariners Hotel, Haverford- 
west, Saturday, November 28, 7.30 p.m., meeting. Professor 
Harold Scarborough: ‘“ Research in General Practice.” 

Tunrrincr Weitits Division.—At Hilden Manor. London Road. 
Tonbridge. Friday, November 27, 8.15 for 8.45 p.m., Divisional 
dinner and dance. 

Wempe.ey Drvision.—At Wembley Hospital. Tuesdav. Novem- 
ber 24. 9 p.m.. meeting. Discussion to be opened by ’r. A. D. 
Abdullah: “‘ The Care of the Aged Sick.” All medical practi- 
tioners in the area of the Division are invited. 

West SuFFOLK Divistion.—At West Suffolk General Hospital, 
Bury St. Edmunds. Tuesday, November 24. 8.39 p.m., meeting. 
Lecture by Dr. Robert Forbes: ‘ Medical Litigation.” 
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The B.M.A. in Committee 








ORGANIZATION 


Of the many committees at Headquarters, the Organization 
Committee is the least spectacular, its work the most pedes- 
trian. It sends no deputations to Ministers. No controver- 
sies on public policy arise out of its recommendations ; it 
is concerned entirely with matters internal to the Associa- 
tion. Other committees may show up more prominently 
in the B.M.A. structure, but the Organization Committee 
is the homely mortar which binds the bricks together. 
Without it there would be loose straggling heaps but no 
structure. 

The Organization Committee has existed ever since the 
momentous meeting of July 19, 1832. It may have had 
other names, but the word from the mediaeval Latin is as 
good as any. ‘“ What is organization,” asked Lord Chief 
Justice Coleridge, “ but the connexion of parts in and for 
the whole so that each part is, at once, both end and 
means?” He might have been describing the British 
Medical Association with its Branches and Divisions and 
all its iocal and central democratic machinery. 

It is quite a small committee, which benefits the detailed 
job it has to do. Four of its members are elected by the 
Representative Body and four by the Council, with one 
nominated by the Overseas Committee. The chairman of 
the Secretaries’ Conference is included in the committee for 
the period of his office. Small as the elected membership 
is, at present it covers Scotland, Yorkshire, the West and 
the East of England, Wales, and the southern counties. 
There is no representative of the Metropolitan Counties, but 
two of the principal officers of the Association, who are 
ex officio members of the Committee, belong to that Branch. 


Safeguarding the Constitution 


The Committee is concerned with maintaining the effec- 
tiveness of the Association, central, regional, and local, at 
home and overseas. It must be remembered that the Asso- 
ciation did not descend from heaven as a prepared plan 
to be fitted on the medical profession of the country 120 
years ago. It just “grow’d.” It arose in different places 
on the initiative of doctors who had attended the inaugural 
meeting at Worcester or had been in correspondence with 
Sir Charles Hastings. Sometimes loosely organized local 
medical societies became Branches of the new Association. 
There were eight Branches by 1848, fourteen by 1852, 
twenty-five by the time of the Association’s jubilee thirty 


years later. At first they underwent a good deal of change 
both in name and in area. As the historian of the Associa- 
tion said in the centenary volume, there was “a certain 
amount of fermentation in the new wine of the Association 
before it settled down into a stable combination of ele- 
ments.” But gradually a common pattern was evolved. 
What might have been a loose grouping of medical societies 
became a federation. The whole of the United Kingdom 
was covered, and by 1877 there was one Branch overseas 
(Jamaica). The second overseas Branch was a territory in 
the news to-day—British Guiana. 

With the new constitution of 1902 the Division became 
the primary unit, and the Branches were groups of such 
units. But all the units, while having their own administra- 
tive procedure and rules, were subject to the limitations 
deemed necessary for the co-operation of all as laid down 
in the articles and by-laws of the Association. It can now 
be said that at what is often called the periphery (as if it 
were almost on the outside of things, but really meaning 
only its local structure and functioning) the Association 
is as uniform as it is healthy for such a body to be. 

Organization must be interpreted in the biological rather 
than the mechanical sense. The Association is a living thing, 
and its outward framework as well as its inward spirit must 
be adjusted continually to the changes which occur in the 
society it serves, To judge from a resolution passed at the 
last Annual Representative Meeting, it may not be long 
before some reshaping of the constitution has to take place, 
but that will not mean that the present constitution which 
has existed for fifty years has not served its purpose. Indeed, 
it has done so to a degree which its makers cannot fully 
have foreseen. 


An Eye on the Membership 


The Committee keeps a watchful eye on the membership 
statistics. Membership has been going up now for many 
years, and the chairman of the Committee has had to report 
on almost every occasion a new top figure, with the possible 
exception of a purely temporary setback following an in- 
crease in rates of subscription. One subcommittee is con- 
cerned with medical students and the newly qualified. This 
makes the effort to ensure that, so far as possible, along 
with qualification goes enlistment into the Association. The 
subcommittee is reinforced by representatives from the 
teaching centres and also by two representatives of the 


British Medical Students Association. 


The co-ordination of the rules under which the local units 
work is an important task of the Organization Committee. 
It must make sure that there is no conflict between local 
rules and Association by-laws, and, so far as possible, that 
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there is harmony with the set of model rules. The areas 
of the units, the creation from time to time of new Divisions 
or the amalgamation of existing ones, the annual grouping 
of Divisions for the formation of constituencies in the Repre- 
sentative Body, the maintenance of liaison between Head- 
quarters and the regional and local organization—all these 
are among the duties assigned to the Committee. 

One of its principal subcommittees is concerned with 
grants to meet Branch and Division expenditure. It is the 
Committee’s job to analyse the annual reports and accounts 
of Branches and Divisions, and to make any necessary repre- 
sentations on the use of the Association’s money in accord- 
ance with the Association’s constitution. The financial 
needs of the units have to be ascertained, and the appro- 
priate capitation grants recommended. 

One of the Committee’s tasks is the supervision of new 
editions of two of the Association’s publications. These 
are, first, the Yearbook, prepared specially for the assistance 
of workers for the Association both locally and centrally ; 
and, secondly, the Medical Practitioners’ Handbook—a most 
useful vade-mecum for every practitioner. Yet another is 
the consideration of petitions for the formation of special 
groups in the Association—that is to say, groups represent- 
ing special branches of medicine whose practitioners are 
not numerous enough to ensure the representation of their 
views through the ordinary channels. Again, what must be 
one of its driest duties, it is concerned with articles and 
by-laws and standing orders ; also, along with the Finance 
Committee, subscription rates. 


The Association Watchdog 


One anomaly in the constitution, which the Committee is 
at present concerned in rectifying, was revealed early in 1953 
owing to the action of a number of members of the Associ- 
ation in requisitioning an Extraordinary General Meeting. 
The question arose whether any resolution of such a meet- 
ing, if approved by the Council or by subsequent referendum 
as required under the Articles, which was at variance with 
decisions of the Representative Body, could have validity. 
Counsel’s opinion was sought on the matter. The present 
situation appears to be that, although it is constitutionally 
in order to call an Extraordinary General Meeting, yet if 
the object of calling the meeting concerns a matter which 
encroaches upon the jurisdiction of the Representative Body 
any resolution passed will be ineffective and will not become 
the policy of the Association. The Committee is now 
examining the relevant Articles with a view to removing the 
anomaly. 

The Organization Committee has always been fortunate 
in enlisting some very able men in its service—men devoted 
to the interests of the Association and willing to work for 
it in a way which never attracted the limelight. One recalls 
Dr. Morton Mackenzie, of Dorking, who was its chairman 
for twelve years ; Dr. J. C. Matthews, of Downton, who was 
its chairman for thirteen years; Dr. F. A. Roper, who was 
a member for seventeen years; and in earlier days Mr. 
Russell Coombe, Dr. J. W. Bone, Dr. E. R. Fothergill, Dr. 
A. Lyndon, and many others. Its present chairman is Dr. 
J. A. Pridham, of Weymouth, under whose guidance work 
of considerable importance to the Association is being 
undertaken. 








PUBLIC HEALTH AND GUILLEBAUD 


A meeting of the Public Health Committee of the Association 
was held on November 13, under the chairmanship of Dr. 
H. K. Cowan, when the morning and afternoon sessions were 
given to the consideration of the evidence to be tendered by 
the Association to the Guillebaud Committee. The views of 
the Committee will be transmitted to the Steering Com- 
mittee, which will co-ordinate the conclusions of all the 
standing committees concerned and, in due course, submit 
to the Council for its approval an agreed document of 
evidence. 


FELLOWSHIP FOR FREEDOM IN 
MEDICINE 


ANNUAL GENERAL MEETING 


The annual general meeting of the Fellowship for Freedom 
in Medicine was held at Caxton Hall, Westminster, on Satur- 
day afternoon, November 21, with Lord Horder in the chair. 
It was preceded by meetings of lay associate members and 
of local secretaries. 

A decrease in the membership was reported by the honor- 
ary secretary (Dr. E. C. Warner). About one-third of the 
names in the 1950 register were no longer there. The Fellow- 
ship, said Dr. Warner, had always recognized that a number 
of those who rushed to join it at the beginning gave it only 
a half-hearted allegiance. But more than 2,000 of the origi- 
nal members continued their support, and 500 new members 
had joined in the same period as the others had been lost, 
so that it was felt that they had now a more solid body of 
membership than before. There were 167 lay associates, and 
41 local secretaries in various parts of the country. The 
Fellowship had shown its strength at the last Annual Repre- 
sentative Meeting of the British Medical Association in 
furthering a resolution, against opposition, calling for the 
consideration of some practical scheme for the optional 
restoration of goodwill. There were eight members of the 
Fellowship in the Amending Acts Committee of the Associa- 
tion. By meetings, newspaper correspondence, and literature 
the Fellowship had done much to impress the Government 
and the public that something better than the present 
National Health Service was demanded. 

Dr. G. I. V. Crossy introduced a report of the General 
Practitioner Hospitals Subcommittee, pointing out that the 
general-practitioner hospital was a much more economic 
proposition than the health centre, judging from the cost 
of Woodberry Down, which was £155,000, and out of all 
p” Yportion to the services it provided. General practitioners 
in .ome parts of the country were now being asked to take 
on some of the work from which they were excluded in 
1948. 

A report of the Private Practice Subcommittee was sub- 
mitted by Dr. G. M. GoopwiLLe, who said that inquiries 
at the time when the National Health Service was started 
showed that private practice had diminished considerably, 
but since then, although there had been a great decrease in 
private midwifery and a considerable decrease in private 
work amongst children, the level of private work amongst 
those over 40 had remained fairly steady. It was remarked 
that doctors in a purely private practice found it easier to 
keep their patients than doctors with a mixed practice. 


Reform of the Service 


Dr. A. C. E. Breaca then brought forward, on behalf of 
the Amending Acts Subcommittee, a programme of reform 
of health services. This contained about 24 recommenda- 
tions, all of which were passed by the meeting unanimously 
and almost without discussion. They called for the encour- 
agement of private practice ; for moderately priced beds in 
private wings of hospitals and nursing-homes ; for provision 
of facilities for opting out of the N.H.S. scheme; for the 
examination of the possibility of vesting N.H.S. administra- 
tion in an independent body of persons of national repute, 
responsible only to Parliament. Another recommendation 
called for the repeal of Section 35 of the Acts in order to 
restore the optional right to buy and sell the goodwill of 
general practices. A permanent independent court of arbi- 
tration under the presidency of someone of the standing of 
a High Court judge, and accessible to either party in a 
dispute, was also demanded. A series of recommendations 
called for a certain pruning of the Minister’s powers for as 
long as the control of the service was vested in him. It 
was considered also desirable further to investigate the 
whole question of remuneration so as to relate the doctor’s 
income to the quality of his work. The need for steps to 
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facilitate and encourage the close and responsible associa- 
tion of general practitioners with hospitals and institutions 
for the elderly was the subject of another recommendation, 
and yet another called for the discontinuance of the provi- 
sion of health centres owned and controlled by local authori- 
ties and for encouragement, by the provision of long-term 
loans, of ‘the formation of group practices. The policy of 
the British Medical Association for reform of the disciplin- 
ary system as approved at the recent Cardiff meeting was 
supported. The final recommendations concerned the need 
for freedom of medical teaching and research from political 
interference. 

Dr. Breach, who was warmly congratulated, said that a 
supplementary report on certain other matters would be 
forthcoming. 

The meeting agreed to the formation of a committee of 
lay associates, and the first task referred to it was the con- 
sideration of the expediency of a campaign in the constitu- 
encies intended to bring home to Members of Parliament 
the need for early legislation to enable patients who made 
their own private arrangements for medical attendance to 
obtain their medicines and appliances on the same basis as 
N.HLS. patients. 


The Chairman’s Survey 


Lorp Horper deferred to the end of the meeting his own 
brief survey, which began with a comment on what he called 
the Wolverhampton incident in which practitioners, who 
formed themselves into a roster, had come to the rescue of 
the services of the local hospital, and in this connexion he 
reminded the meeting of the remark of the then Minister of 
Health on the appointed day that the problem of hospital 
care was the apotheosis of miedicine. Recently, said Lord 
Horder, he opened a pathological block for a large and 
extremely active hospital management committee. He found 
that the G.P.s in this area were once more working in the 
hospitals. 

The Guillebaud Committee gave them a chance of saying 
again that anything which short-circuited the G.P., the man 
who knew, the man who had been trained, would cost the 
country and the patients more money and more time, with a 
less good result. He recalled the remark of Disraeli : 
“There can be no economy where there is no efficiency.” 

They had been dealing that afternoon, Lord Horder con- 
tinued, with some of the basic principles for which the whole 
profession stood or used to stand. Those who spoke far 
the whole profession had always declared themselves against 
a whole-time service, but we were now told that it would 
not be long before a whole-time service was a fait accompli. 
Only five or six years ago it was stated from the platform 
of the British Medical Association, “One thing on which 
we will never give way is the acceptance of a whole-time 
salaried service,” and now they were told that they were 
fighting a lost cause. Take such matters as the restoration 
of the right to buy and sell goodwill or the enablement of 
private patients to obtain drugs on the same basis as N.H.S. 
patients. Some of those who had formerly proclaimed 
adherence to certain of these vital principles were now 
rather irritated by these reminders. Mr. John Pringle, the 
Public Relations Officer of the British Medical Association, 
writing in the Sunday Express, had said, “ All the signs are 
that the public in general is thoroughly satisfied with the 
[National Health] Service.” That was not true. It might 
be that 97% of the population were on doctors’ lists, but 
how many of them had a private doctor as well, owing to 
the fear, as someone had expressed it, that “I know my 
N.H.S. doctor will not have time to look into this” ? 


Putting Back the Clock 


“I am proud,” said Lord Herder in conclusion, “ to have 
inspired this Fellowship, but now I look on and say, * Bless 
you, my children.’ I believe what Sir Earle Page 
said recently at The Hague, ‘If we destroy our medical 
tradition, we shall not be able to build it up again in this 
generation—if ever.’ We have been called reactionaries. 


It was said that we were putting back the clock of medicine, 
because we would have no part in this conveyor-belt busi- 
ness, but, of course, it is the others who are the reactionaries, 
it is they who have put back the cloc!:. The doctors are the 
experts, and anyone who says that the work can be done 
without the expert is bound to meet failure. Not only 
must there be an expert, but the expert must have room to 
move, room to develop. The expert to-day, properly trained 
and keen on his job, must have room to expand: he will 
not be the same expert in two years’ time. The art of living 
is the art of learning. Medicine must control itself; it 
cannot accept control by the State, least of all by party 
politicians. If the community wants the best that medicine 
can give the autonomy of medicine must be preserved against 
all comers.” (Applause.) 

On the motion of Dr. S. F. LoGaN Danne, the Executive 
was instructed to consider ways and means of recruiting new 
members from the younger members of the profession— 
house officers and registrars—in order to safeguard the work 
of the Fellowship in the future. 

A warmly accorded vote of thanks to Lord Horder con- 
cluded the proceedings. 








ASSAM BRANCH ANNUAL GENERAL 
MEETING 


The annual general meeting of the Assam Branch of the 
British Medical Association was held at the Indian Tea 
Association Guest House, Cinnamara, from March 12-15, 
1953. The president, Dr. W. J. Savage, was in the chair, 
and there were 22 members and guests present. 

Dr. K. J. Dunlop was elected president for the year 
1953-4, and Dr. J. P. Norman was elected hon. secretary 
and treasurer. In the scientific section the following papers 
were read: “Effects of Surfaces on Absorption of Insecti- 
cides,” by Dr. A. B. Gilroy ; “ Pathology of Tuberculosis,” 
by Dr. O. W. Hasselblad : “ Scrub Typhus in Upper Burma,” 
by Dr. J. P. Norman ; “ Burns,” by Dr. G. B. Young; and 
“* Sickle-celled Anaemias in Assam,” by Dr. K. J. Dunlop. 
Dr. M. E. T. Burke showed a film on “ Coolie Welfare,” and 
Dr. Mary K. Berry gave a demonstration of clinical cases of 
leprosy at the Borbheta Leper Colony. 

The meeting closed with the annual dinner, at which 
Mr. Eric Hannay, chairman of the Assam branch of the 
Indian Tea Association, and Mrs. Hannay were the guests 
of honour. 








WAR MEMORIAL 


Members visiting B.M.A. House have suffered minor incon- 
venience during the last six months through excavating and 
building operations that have been in progress in the Court 
of Honour. The Court itself had suffered during the course 
of years from a certain amount of settlement and wear 
which was accelerated during the war, particularly when it 
was used as a car park, and this necessitated its being relaid. 
At the same time the foundations of the War Memorial were 
laid in order to save additional work. 

These works have now been completed, and the monu- 
mental builders are now engaged in the erection of the 
Memorial itself. This coesists of a central fountain around 
which stand symbolic figures depicting Medicine’s historic 
service to mankind. When the Memorial is complete a 
detailed description of the figures and their symbolism will 
be issued. 

The sculptor is Mr. James Woodford, O.B.E., R.A., who is 
well known for this type of work and who recently designed 
the Queen’s Beasts on the Coronation Annexe of West- 
minster Abbey. It is expected that the Memorial will be 
completed about the middle of next year. 
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HOSPITAL ENDOWMENTS 


SCOTTISH COMMISSION 


Under schemes which are being put forward by the Hospital 
Endowments Commission every hospital board of manage- 
ment in Scotland is to have funds, amounting to at least £2 
per bed a year, to provide amenities for patients and staff, 
like additional furnishings and wireless sets, and other things 
which cannot always be charged to the Nationa] Health 
Service. The Commission has to make schemes for the 
future of the £13m. of voluntary endowments given by 
private individuals to hospitals in Scotland. 

Where a board of management has at present no endow- 
ments or insufficient endowments, the Commission says that 
funds should be transferred to them from other boards in 
the same general area. This, the Commission holds, would 
be in keeping with the “spirit of the intention” of the 
founders of hospital endowments. It points out that the 
endowments were originally given to provide something 
which it was not at the time within the scope of a public 
service to provide. The original purposes of most of these 
endowments are now met by the Health Service, and new 
outlets must therefore be provided. 

The chairman of the Endowments Commission is Sir 
Sydney Smith, until recently Regius Professor of Forensic 
Medicine in the University of Edinburgh and Dean of the 
Faculty of Medicine. 





Questions Answered 








Practice Expenses 


Q.—Can I claim as expense for the running of my practice, 
for income-tax purposes, the following: (1) employment of 
a sitter-in twice weekly who takes all messages and contacts 
me by phone as necessary: I pay him a sum equivalent to 
£1 weekly ; (2) 5s. weekly towards the-upkeep of the garden 
in front of the house ; (3) 15s. weekly towards the cleaning 
of my residence, where I see patients daily ? 


A.—(1) If the sitter-in would be provided even if he were 
not required to pass on telephone and other messages the 
expense serves both private and professional purposes, and 
a claim for one-half of the expense is suggested as appro- 
priate. (2) If the patients pass through the garden to reach 
the consulting-room, a claim for one-half the expense of 
upkeep seems appropriate. (3) The total payment for clean- 
ing of the residence should be divided in the ratio of the 
total cleaning to the cleaning of the part used for the 
practice. 


Q.—May I claim income-tax relief on the following: 
(1) subscriptions for golf club, which I find I must join in 
order to help my practice ; (2) the “ Encyclopaedia Britan- 
nica,” which I find I need for my lecturing ; (3) the decora- 
tion of my surgery and waiting-room of my new house ? 


A.—(1) It is, of course, agreed that membership of a golf 
club may increase the number of patients and the income 
from a practice, but it is considered that it will not be pos- 
sible to establish the claim to treat the club subscription— 
or even any material part of it—as a professional expense. 
The words “ wholly and exclusively” in the statutory Rule 
do not constitute an absolute bar to the claim, but it is 
thought that the subscription would fall into that class of 
personal expenditure, such as that necessary to maintain a 
certain social standard and suitable personal attire, which 
the courts have not regarded as allowable for income-tax 
purposes. (2) The cost of an encyclopaedia would be re- 
garded as capital outlay—that is, as not deductible as an 
expense of earning the income from lecturing. (3) The cost 
of decorating the surgery should be allowed unless there 
are special circumstances—for example, unless the premises 


were in such a poor condition that the capital sum paid 
for them was thereby reduced or unless the cost included 
some structural alteration. 


Car Expenses Not Covered by Allowance 
Q.—As an assistant my remuneration for the last year has 
been £850 plus £150 car allowance. My car expenses are 
considerably in excess of the allowance. What income-tax 
rebate can I claim on this account ? 


; A.—If the expenses “ wholly, exclusively, and necessarily ” 
incurred in the provision of a means of travelling when 
engaged on the work of the practice exceed the cash allow- 
ance received, the excess can be claimed as an expense for 
income-tax purposes. It should, however, be borne in mind 
that the phrase quoted above is strictly applied, so that if, 
for instance, the car provided is of greater power or superior 
grade to that required for the work, only a portion of the 
total expense will be allowable. A similar restriction will 
apply if the car is used for private as well as for profes- 
sional purposes. In calculating the total expense there can 
be included 25% of the written-down value of the car. 


Car Purchase and Budget Changes 


Q.—1 purchased a new car in February this year for £900 ; 
my previous car sold for £200. What allowances can I 
claim? Are they operative on the income-tax year 1952-3, 
or do they begin after April, 1953, when there were Budget 
changes in respect of initial allowances ? 


A.—As the car was purchased before the date specified 
in the 1953 Finance Act, no “ initial allowance ” is due, but 
the allowance for wear and tear can be claimed for 1953-4 
at 25% per annum, provided that the yearly practice ac- 
counts are not made up to a date prior to the date of pur- 
chase of the car. If, for instance, the practice accounts are 
made up to December 31, the claim in respect of the new 
car will operate for 1954-5. If the sale of the fortmer car 
at £200 shows that the aggregate of the given allowances 
for that car has been insufficient, the deficiency can be 
claimed as a “ balancing allowance ” ; if the converse is the 
case, the amount of the excess allowable becomes ljable to 
tax as a “ balancing charge.” 





Notes and News 








Holiday Exchanges.—Several holiday exchanges have 
been arranged during 1953, and if any British doctors would 
like to arrange such exchanges for their children with chil- 
dren of Continental doctors during the summer, 1954, would 
they please write to Dr. H. A. Sandiford, International 
Medical Visitors Bureau, B.M.A. House, Tavistock Square, 
London, W.C.1. 


West Germany.—A doctor in West Germany would like 
to arrange a holiday exchange for his daughter, aged 12, 
with a British doctor’s daughter, of similar age, for four to 
five weeks during the summer, 1954. The British child 
could travel to Germany with the German child. Would 
anyone interested please communicate with Dr. H. A. Sandi- 
ford, International Medical Visitors Bureau, B.M.A. House, 
Tavistock Square, London, W.C.1. 


Questions Answered.— Doctor: “Tell me now, what do 
you notice wrong ? ” 
Patient : “ What, with you, sir? ” 





TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade uniom 
or other organization : 
Metropolitan Borough Councils——Fulham, Southwark. 
Non-County Borough Councils.—Crewe. 
Urban District Councils —Houghton-le-Spring. 
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Correspondence 








Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Grading of S.H.M.O.s 


Sir,—Dr. S. F. Logan Dahne’s letter (Supplement, Novem- 
ber 14, p. 201) appeals for justice for S.H.M.O.s. doing con- 
sultant work. There are many S.H.M.O.s who, while doing 
consultant work and enjoying the full confidence of their col- 
leagues in general and hospital practice, are yet graded and 
paid as S.H.M.O.s. Those about whom I am particularly 
concerned are the men who have achieved consultant status 
and higher qualification (but not grade and pay) whilst work- 
ing in general practice. I think all will agree that it is far 
more difficult to do this than to carry on in hospital to attain 
the same status. It would appear from cases within my per- 
sonal knowledge that the one thing that damns a man in 
the eyes of a grading committee is that he has been in 
general practice, whereas in the minds of all sensible people 
it would be regarded as a great attribute to his ability. 

Divisions and Branches, with great help from the Secre- 
tariat, have tried hard to remove these injustices, but they 
still persist. What then remains? An appeal to Parlia- 
ment through the S.H.M.O.’s own M.P.—not just a question 
in the House but a pursuit until justice is done. However, 
before this is done the Central Consultants and Specialists 
Committee should be given until January 1, 1954, to clear 
up all outstanding cases. I may add that I have no personal 
axe to grind.—I am, etc., 

Birmingham. ARTHUR BEAUCHAMP. 

Sirn,—You publish in the Supplement of October 17, 
page 167, a statement from the Ministry of Health rejecting 
a request for further consideration of certain S.H.M.O. 
gradings that the profession considers still to be unjust. 
This seems to call for some protest from the Association. 

The rejection appears to be based on the ground that 
the review committees were properly constituted and locally 
informed. The fact remains that in this country appeals 
are allowed from the decision of Her Majesty’s judges, 
whose courts are presumably also properly constituted 
and not without experience. It seems therefore that the 
S.H.M.O. doctors who feel that their cases have not been 
thoroughly understood should have the same elementary 
right to present the facts for a further impartial review at 
a higher level. Few as these cases may be, the rights of 
even the smallest minorities deserve consideration. 

It is indeed surprising that this announcement should 
have been taken with such apparent placidity by the B.M.A. 
and the profession as a whole : one would have expected 
a more vigorous reaction. Personally, I should like to see 
a demand that S.H.M.O. gradings, if not abolished entirely, 
should be reviewed every five years at least so that these 
men should not nurse a sense of frustration and grievance 
that must otherwise embitter them for life—I am, etc., 


Cheltenham . HENRY. 


Service Recruitment 


Sir,—I, like Dr. L. C. Kreeger (Supplement, October 24, 
p. 178), am interested in the recent proposals for stimulating 
recruitment for the medical branches of the Services 
primarily by pay increases, and, again like him, feel that 
this latest effort will be unsuccessful. 

For the last 14 years every newly qualified doctor, if fit, 
has had to do his service along with most other men in this 
country, and he has seen for himself only too clearly what 
Service medicine is like. In the old days a man, imagining 
the life would suit him, signed on without any first-hand 
knowledge of the conditions, and when he made his dis- 
covery it was too late. That is all changed now. The only 


difference which the new rates of pay will make will be, in 
my opinion, to increase the bad feeling between the medical 
and other officers which existed under the old scheme, and 
of which I have personal knowledge. This, of course, is due 
to the fact that officers of equal seniority in the medical 
and other branches did not receive the same pay, and now 
the gap is being widened further. The resentment is perhaps 
justifiable. 

Dr. C. Iliffe (Supplement, November 7, p. 191) suggests that the 
highest form of service we can give our country is with her 
armed Forces. This is arguable, but, supposing it were true, 
would he agree that a doctor looking after only 250 men (and 
in the healthiest age group at that) for four months in a destroyer 
which was in port nearly every night and never left the English 
Channel was doing all that he might for his country? My 
working day during that time was from 9 to 9.30 a.m. And is 
the training to become, ‘‘ subsequently, competent members of the 
reserve Army” (Navy), to which Colonel G. Rigby-Jones refers 
(Supplement, November 7, p. 191), really furthered by sitting in 
the wardroom doing the Daily Telegraph crossword and looking 
after the wine accounts ? Every National Service medical officer 
that I have met has had one thought uppermost in his mind—how 
long is it until I am “ outside ” and get back to a job of work ? 

It is not wage increases that are needed to ensure the 
adequate staffing of the medical branches of the three 
Services, but a drastic alteration in the whole of the medical 
organization to enable each medical officer to have a reason- 
ably full and satisfying day from a professional point of 
view.—I am, etc., 

N.S.M.O. 


Sir,—Colonel Guy Rigby-Jones (Supplement, November 7, 
p. 190) has been forthright in what he considers to be 
the needs of the Army, but overlooks the fact that a 
medical training is a very valuable thing which should not 
be frittered away on pay parades and other non-medical 
duties. Further, at the outbreak of a war there is always, 
and always will be, a shortage of doctors, for both civilian 
and military needs, for purely medical purposes. I con- 
sider that it is iniquitous to train doctors for administrative 
duties in the Army. As _ regimental medical officer or 
hospital medical officer, not only is a young doctor doing a 
well worthwhile job, but he is getting an invaluable training 
in human values. Other duties, such as those of a static 
field ambulance and in administrative headquarters, are not 
only an unnecessary and a useless burden on him but would 
be better performed by non-medical personnel. I have 
often listened to infantry officers saying that doctors playing 
at soldiers is farcical, Furthermore, I have frequently found 
that a soldier has attached quite misplaced confidence in 
the medical advice and opinion of a senior R.A.M.C. officer 
whose only claim to seniority was service (in time) in non- 
medical duties, and who privately would be the first to 
admit that he had forgotten most of the medical knowledge 
with which he qualified; and yet the same patient-soldier 
would prefer his opinion to that of the young, recently well- 
qualified doctor who had much inferiof rank. 

The American system of having a medical administrative 
corps attached to the medical services and consisting entirely 
of non-medical personnel has much to commend it. I see 
no value whatever in training young doctors to take pay 
parades, etc. What essentials in man management are re- 
quired in daily life are already inculcated in public school. 
Doctors are required for more important tasks.—I am, etc., 

Shortlands, Kent. W. J. ATKINSON. 


Quality in General Practice 


Sir,—With reference to recent correspondence under the 
heading “Quality in General Practice,” I would like to 
suggest that the reason for the unsatisfactory position of 
the holder of higher qualifications in general practice is 
to be found in the fact that such qualifications do not com- 
mand any higher remunerative prospects. 

After all, such qualifications are meant to confirm extra 
study and knowledge, and if this were recognized by some 
increase in remuneration—by “ merit award” or otherwise 
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—the surplus M.R.C.P. would be in great demand in part- 
nership practice. The practitioner with higher qualifica- 
tions and necessary experience could then afford to reduce 
his numbers, giving a higher standard of service, and so 
make the entry of the unestablished practitioner less 
difficult.—I am, etc., 


Dundee. 


R. A. B. Rorte. 


Fees for Coroners’ Necropsies 


Sir,—In the Supplement of March 28 (p. 83) it was stated 
that the Home Office had assured the Association that it 
would be informed as soon as there was any possibility of 
legislation to amend the Act of 1926 by which the fee for 
a coroner’s necropsy was fixed at the present level—namely, 
two guineas. 

Parliamentary time has been found for a Bill to increase 
the salaries of H.M. Judges, who, unlike coroners’ patho- 
logists, have security of tenure and the right to a pension ; 
and now time is to be found for discussing the pay of 
Members of Parliament, who gave themselves an increase as 
recently as 1948. 

The B.M.A, can exert a great deal of pressure on any 
Government ; and it appears to be essential, in the interests 
of fairness to a small group of its members, that this power 
should be used so that coroners’ pathologists can be relieved 
of the dubious honour of being paid no more than they were 


receiving a quarter of a century ago.—I am, etc., 
London, W.1. A. PINEY. 


Unwilling to Pay 

Sir,—We would be glad to know if other colleagues of 
ours in general practice are faced with the problem of sett- 
ling insurance claims after the death of the assured and how 
they deal with it. 

We are a partnership in an industrial part of London, 
and it is very common in this area for insurance companies 
to persuade their client to take out a small policy on the 
life of a relative. The sum assured and the premium are 
usually not very large, and it is particularly stressed at the 
time of taking out the policy that no medical examination 
of the assured is required. The policy holder is merely 
asked to sign a statement as to the state of the health-of 
the assured as far as they know it. When death occurs 
and the money is claimed, in many cases payment is refused 
pending a medical report upon the state of health of the 
deceased prior to the date upon which the policy holder 
signed. The next procedure usually is that a letter comes 
from the insurance company stating that they understand 
that the deceased was a patient of ours, and requesting 
details of medical history prior to the date of the policy. 
As an inducement to comply meekly with their request, a 
fee is often enclosed in advance. 

In our experience, most of these requests are made with- 
out permission of the relatives, and, therefore, under the 
guise of being helpful, we are being asked to divulge confi- 
dential information to a third party, the lever being that 
if this information is withheld hardship is caused to the 
policy holder by reason of non-payment of the claim. Some 
of us react by returning the cheque with a firm refusal to 
supply any information unless there is written permission 
from the relatives. Others of us have taken an even stronger 
line and have refused to give any information at all, feeling 
that this should have been asked for from the assured him- 
self before the policy was broached. We have spoken to 
several insurance: agents about this, but have never received 
a satisfactory explanation. 

Surely, the insurance companies cannot have it both ways. 
They should either accept a signed statement of the policy 
holder with the risk of early unexpected death, or they 
should insist on some form of previous medical investigation 
before issuing a policy—We are, etc., 

W. B. MUMFORD. Kerra H. GILLISON. 
L. J. PAGE. J. C. E. PESHALL. 


J. ARMSTRONG. 
London, S.E.16. 


B.M.A. -LIBRARY 
The following books have been added to the Library : 


Advances in Cancer Research. Edited by Jesse P. Greenstein and 
Alexander Haddow. Volume 1. 1953. 

Annual Survey of Psychoanalysis. Edited by John Frosch. 
Volume I—1950. 1952. 

Antibiotiques et les Maladies de l’Enfance (Antibiotics and Chil- 
dren’s Diseases). Séminaire crganisé a Paris du 22 au 27 
Septembre, 1952, par le Centre International de |’Enfance. 
(French and English text.) 1952. 

Association for Research in Nervous and Mental Disease. Vol. 
XXXI. Psychiatric Treatment. 1953, 

Backman, E. L.: Religious Dances in the Caristian Church and 
in Popular Medicine. 1952. 

1952. 


Barron, S. L., and Schott, A.: Cardiographic Technique. 

Baruch, D. W.: One Little Boy. 1953. 

Bell, E. M.: Storming the Citadel: The Rise of the Woman 
Doctor. 1953. 

Berenblum, I.: Man Against Cancer: The Story of Cancer Re- 
search. 32. 


1 
Blacklock, D. B., and Southwell, Guide to Human Parasito- 


logy. Fifth edition revised by T. i. Davey. 1953. 
Blasi, A.: I Bronci di Drenaggio delle Caverne Tubercolari del 
Polmone. 1953. 


Biochemistry of Disease. 


1953. 


Bodansky, M., and Bodansky, O.: 
ae edition. 1952. 


Bonelli, Aerosoli e Vie Aeree. 
Bowlby, it Child Care and the Growth of Love. 1953. 
Bsteh, O.: Die Geschwiirskrankheit des Magens und ihre 
chirurgischen Probleme. 2 Auflage. 1952. 
1953. 


Burnett, C. W. F.: Anatomy and Physiology of Obstetrics. 

Clinical’ Side-Room Methods (University of Glasgow Standing 
Committee on Laboratory Methods). Sixth edition. 1952. 

Corner, G. W.: Attaining Manhood: A Doctor Talks to Boys 
About — Second edition. 1953. 

Corner, G. W.: Attaining Womanhood: A Doctor Talks to Girls 
About Sex. 1953. 

Dahr, P.: Technik der Blutgruppen- und Blutfaktorenbestim- 
mung. 6 Auflage. 1953. 

Davidson, H. A.: Forensic Psychiatry. 1952. 


on J. E.: Clinical Applications of Recreational Therapy. 
Dawber, T. R., and Hawes, L. E.: Diseases of the Chest. 1952. 
de Graciansky, P., and Boulle, S.: Atlas de Dermatologie. 1952. 


Eden and Holland’ s Manual of Obstetrics. Tenth edition by Alan 


Brews. 1953. 

European Seminar and Lecture Course on Alcoholism, Copen- 
hagen, October 22—November 3, 1951. 1953 

Fairbairn, W. R. D.: Psychoanalytic Studies of the Personality. 


1952. 
Feyrter, F.: Uber die peripheren endokrinen (parakrinen) Driisen 


des Menschen. 2 Auflage. 
a manual of treatment and 


Fish, E. W.: Parodontal Disease: 
atlas of pathology. Second edition. 1952. 
Fisher, J. T., and Hawley, L. S.: Diary of a Psychiatrist. 1952. 


Fromm-Reichmann, F.: Principles of Intensive Psychotherapy. 


1953. 
Garcia, J. A.: Clinique et Pathologie de la Neurosyphilis. 1953. 
Gelfand, M.: Tropical Victory: An Account of the Influence of 
1933. on the History of Southern Rhodesia, 1890-1923. 


1952. 


Gervis, P.: Sierra Leone Story. 

Godlowski, Z. Z.: Enzymatic Concept of Anaphylaxis and 
Allergy. 1953. 

Goodwin, T. W.: Comparative Biochemistry of the Carotenoids. 
1952. 

Goris, A., Liot, A., and Goris, A.: Incompatibilités Pharma- 
ceutiques. 3me édition. 1953. 

Hart, E.: Man Born to Live: life and work of Henry Dunant, 
founder of the Red Cross. 1953. 

Heilbrunn, L. V.: Outline of General Physiology. Third edition. 
1952. 

Hill, H.: Clean Milk. 1952. 

Hill, H., and Dodsworth, E.: Food Inspection Notes. Fourth 
edition. 1953. nee 


Hofer, H.: Das Amputiertenproblem in neuer Gestalt. 

Hollis, G. T.: Disease and its Conquest. 1953. 

Hopkins, G. H. E., and Rothschild, M.: Illustrated Catalogue of 
the Rothschild Collection of Fleas (Siphonaptera) i in the British 
Museum (Natural History). Volume I. Tungidae and Puli- 


cidae. 1953. 
Howe, E. G.: A Psychologist at Work. 1952. 


Institute of Biology : Freezing — Drying. Report of a Sym- 


posium held in June, 1951. 1 
Introzzi, P., and Marinone, G.: Tecnica Medica Terapeutica per 


Medici e Studenti. 1953. 
Jackson, A. M., and Armstrong, K. F.: Teaching in Schools of 


1952. 


Nursing. Second edition. 
Jung, C. G.: Two Essays on Analytical Psychology. 1953. 
Kaehele, E.: Living With Cancer. 1953. 
Kavanach, T.: Why Die of Heart Disease ? 1953. 
Kepp, R. K.: Gynakologische Strahlentherapie. 1952. 
Klein, M., et al.: Developments in Ps oe ge 1952. 
Krupp, M. A., et al.: Vade Mecum dei Medico. 1953 








sh. 
\il- 
2 


ce. 





Nov. 28, 1953 


B.M.A. LIBRARY 


SUPPLEMENT To THE 215 
BRITISH MEDICAL JOURNAL 





Kuhlmann, F.: Durchleuchtungs- und Aufnahmetechnik. 3 
Auflage. 1952. 

Laubenthal, F.: Leitfaden der Neurologie. 5 Auflage. 1953. 

Lazarevitch, I.: La Médecine en U.R.S.S. 1953. 

Ledermann, E. K.: Natural Therapy. 1953. 

Lind’s Treatise on Scurvy: a bicentenary volume edited by C. P. 
Stewart and Douglas Guthrie. 1953. 

Lisbon, Instituto de Medicina Tropical: Cinquenta Anos de 
Actividade, 24 Abril, 1902-24 Abril, 1952. 1952. 

Longo, G.: La Sterilita nel Maschio. 1953. 

Macbeth, A. K.: Organic Chemistry. Third edition. 1952. 

Medical Audio-Visual Institute, Association of American Medical 
Colleges: Films on the Cardiovascular Diseases. 1953. 

Ministry of Transport: Ship Captain’s Medical Guide. 1952. 

Moeschlin, S.: Klinik und Therapie der Vergiftungen. 1952. 

Mottram, V.H. (Editor): Food Sense. zs 

Muller, G. L., and Dawes, D. E.: Introduction to Medical 
Science. Third edition. 1953. 

Neill, R. G.: Aids to Biology. Third edition. 1952. 

Newcomb, T. M.: Social Psychology. 1952. 

Nizza, M.: Manuale di Ostetricia e Ginecologia. 1952. 

ae O., Psenner, L., and Riccabona, A.: Grundziige der 
physikalischen Therapie der Hals- Nasen- und Ohrenkrank- 
heiten. II Teil. Die réntgentherapie in der Oto-rhinolaryn- 
gologie. 1953. 

Oliver, J. O.: Aids to Pathology. Tenth edition. 1953. 

Ovens, G. H. C.: Approach to Clinical Surgery. 1953. 

Pascher, F.: Dermatologic Formulary. 1953. 

— C. E.: Salud y Libertad: oraciones de un Creyente. 

Pedersen, J.: Diabetes and Pregnancy: blood sugar of newborn 
infants during fasting and glucose administration. 1952. 

Penzer, N. M.: Poison-Damsels and other Essays in Folklore and 
Anthropology. 1952. 

Pickworth, F. A.: New Outlook on Mental Diseases. 1952. 

Pieron, H.: The Sensations: their Functions, Processes and 
ne. Translated by M. H. Pirenne and B. C. Abbott. 


Pisut, V.: Zaklady Réntgenodiagnostiky v Internej Praxi. 1952. 
Prinzmetal, M., et al.: Accelerated Conduction: the Wolff- 
Parkinson-White Syndrome and Related Conditions. 1952. 
Pronko, N. H., and Bowles, J. W., jun.: Empirical Foundations 
of Psychology. 1952. 

=. W.: Hormonal and Neurogenic Cardiovascular Disorders. 

Rawling’s Landmarks and Surface Markings of the Human Body. 
Ninth edition. 1953. 

Rensch, B.: Psychische Komponenten der Sinnesorgane: eine 
psychophysische Hypothese. 1952. 

Roth, H.: Die Konservierung von Knockengewebe fiir Trans- 
plantationen. 1952. 

ee, E.: History and Development of Neurological Surgery. 

Sattler, H.: Basedow’s Disease. 1952. 

Siemens, H. W.: Grundziige der Vererbungslehre, Rassenhygiene 
_und Bevélkerungspolitik. 13 Auflage. 1952. 

Sirjean, yo a Physico-chimique des Eaux de Consomma- 
tion. ‘ 

Sirjean, G.: Analyse Bactériologique des Eaux de Consom- 
mation. 1952. 

Slaughter, F. G.: Medicine for Moderns. 1953. 

Spence, A. W.: Clinical Endocrinology. 1953. 

Stepp, W., Kiihnau, J., and Schroeder, H.: Die Vitamine und 
ihre klinische Anwendung. 7 Aufilage. Band I. 1952. 

Stoeckel, W.: Klinische Vorlesungen. 1953. 

Stérring, G. E.: Besinnung und Bewusstsein. 1953. 

Stoll, W. A.: Die Psychiatrie des Morbus Addison. 1953. 

Stopes, M.: Married Love: Twenty-sixth edition. 1952. 

ee M. B., and Wolf, J.: Dermatology. Fourth edition. 


— G. E. F.: Aids to Medical Diagnosis. Seventh edition. 

Swarbrick, J.: Daylight: its Nature, Therapeutic Properties, 
Measurement and Legal Protection. 1953. 

i A. G.: Mind and Life: an Essay in Simplification. 

Teschendorf, W.: Lehrbuch der réntgenologischen Differential- 
diagnostik. 3 Auflage. Band 1. 1952. 

Thoenes, F., and Miiller, F.: Die otogenen Ernahrungsstérungen 
im Sduglingsalter. 1952. 

Thomas, H.: Understanding Natural Childbirth: a Book for the 
Expectant Mother. 62. 

Tobias, N.: Essentials of Dermatology. Fourth edition. 1952. 

Uffenorde, W.: Anzeige und Ausfiihrung der Eingriffe an Ohr, 
Nase und Hals. 2 Auflage. 1952. 

U.S. Atomic Energy Commission: Brookhaven Symposia in 
Biology No. 5. Major Metabolic Fuels. 1953. 

Van Pelt. S. J., Ambrose, G.,.and Newbold, G.: Medical Hyp- 
nosis: New Hope for Mankind. 1953. 

Waksman, S. A.: Neomycin. 1953. 

Walker, K.: The Healing Arts and Their Future. 1953. 

be H.: La Pratique de l’Exploration Fonctionnelle du Foie. 
1953. 

Wiechmann, E.: Die Zuckerkrankheit. 1953. 

Williams, H.: Conquest.of Fear. 1952. 

Winterton, W. R.: Aids to Gynaecology. Eleventh edition. 1953. 


Wolff, W.: Threshold of the Abnormal: A Basic Survey of 


Psychopathology. 1952. 
Womack, N. A. (Editor): On Burns. 1953. 
Yellowlees, H.: To Define True Madness: Commonsense 


Psychiatry for Lay People. 1953. 





H.M. Forces Appointments 








ROYAL NAVY 


Surgeon Lieutenant J. M. Cliff to be Surgeon Lieutenant- 


Commander. 
Acting Interim Surgeon Lieutenant-Commander F. A. Lennan 


to be Surgeon Lieutenant-Commander. 


RoyaL NAVAL VOLUNTEER RESERVE 


= ve Captain G. McCoull, O.B.E., V.R.D., Q.H.P., has 


retir 
Surgeon Lieutenant-Commander J. H. E. Summerhill has been 


removed from the Active List. / 
Surgeon Lieutenant K. L. Marks to be Surgeon Lieutenant- 


Commander. 


‘ROYAL ARMY MEDICAL CORPS 


Lieutenant-Colonel W. S. Martin, M.C., has retired on retired 
pay, and has been granted the hono rank of Brigadier. 
Lieutenant-Colonel D. Cran has retired on retired pay, and 


has been ted the honorary rank of Colonel. ___ 
ma . Ollivere, from Short Service Commission, to be 
ajor. 


Captain R. W. Campbell has resigned his commission and has 
been granted the honorary rank of Major. - é 
Short Service Commission.—Captain J. M. Wilson to be Major. 


REGULAR ARMY RESERVE OF OFFICERS 


Lieutenant-General Sir Alexander Hood, G.B.E., K.C.B., late 
R.A.M.C., having attained the age limit of liability to recall, ha: 
ceased to belsag to the Reserve of Officers. 7 

Major-G«eral (Honorary Lieutenant-General) Sir T. O. 
Thompson, K.C.S.I., C.B., C.BE., late R.A.M.C., having 
attained the age limit of liability to recall, has ceased to belong 


to the Reserve of Officers. d 
Colonel W. C. MacKinnon, late R.A.M.C., having attained the 


age limit of liability to recall, has ceased to belong to the Reserve 
of Officers. 
Roya Army MeEpicaL Corps 


Major (Acting Lieutenant-Colonel) A. D. Davidson has been 
granted the acting rank of Colonel. : 

Captain (War Substantive Major) (Honorary _Lieutenant- 
Colonel) G. G. Smith has ceased to belong to the R.A.R.O. 

Major J. A. Hamilton, having attained the age limit of liability 
to recall, has ceased to belong to the Reserve of BE 

Captain (War Substantive Major) C. E. McCausland, having 
attained the age limit of liability to recall, has ceased to belong 
to = ba of —— and has been granted the honorary 
rank of Lieutenant-Colonel. 

Captain (War Substantive Major) E. H. Evans has ceased to 
belong to the R.A.R.O. | 

Captain (Honorary Major) P. J. Geoghegan has ceased to 
belong to the R.A.R.O. 


ARMY EMERGENCY RESERVE OF OFFICERS 
Roya Army MEDICAL Corps 


Lieutenant (War Substantive Captain) R. B. Wilson, from 
Emergency Commission, to be Captain, and has been granted the 
acting rank of Lieutenant-Colonel. 


TERRITORIAL ARMY 
RoyaL Army MeEpicat Corps 


Colonel E. A. C. Fazan, M.C., T.D., having exceeded the age 
limit, has retired, retaining the rank of Colonel. 

The notification regarding Colonel I. G. W. Hill, C.B.E., T.D., 
in a Supplement to the London Gazette dated February 27, 1953, 
has been cancelled. ; 

Lieutenant-Colonels J. D. Finlayson, T.D., and R. Passmore 
have been nted the acting rank of Colonel. 

Major W. Milburn, M.B.E., has been granted the acting rank 
of Colonel. : 

Major J. B. Heycock, M.C., to be Lieutenant-Colonel. 

Majors R. C. Webster, H. A. Mullen, and J. G. Waugh have 
beciajor GP. Stilley, from RAR, to te Major. 

Major G. P. Stilley, from R.A.R.O., to 4 
Major R. N. _— ss exceeded the age limit, has retired, 
retaining the rank o ajor. 

Captains (Acting Majors) T. McCarroll, M.C., and D. W. L. 


Leslie to be Majors. . 
Captains W. A. M. Smith and C. K. Bridge to be Majors. 
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Captains J. W. A. Crabtree, G. G. Younie, G. A. Steele, and 
H. W. Trusted to be acting Majors. 

Lieutenant ar Substantive Captain) T. M. Pemberton, 
M.B.E., from rgency Commission, to be Captain, and has 
been granted the acting rank of Major. 


COLONIAL MEDICAL SERVICE 


The sobowing appointments have been announced: D. W. 
Horn, M.B., Ch.B., D.T.M.&H., Medical Statistician, Nigeria; 
J. H. Ashmore, M.B., B.Ch., Medical Officer, Falkland Islands; 
R. K. Bowman, M.R.C.S., L.R.C.P., Medical Officer, Fiji; A. J. 
Cunningham, M.B., Ch.B., Medical Officer, Zanzibar; H. A. 
we}. M.D., Ph.C., T. E. Jeffreys, M.R.C.S., L.R.C.P., and 
G. A. — M.R.C.S., L.R.C.P., Medical Officers, Federation 
of Malaya; Joan M. Falkiner, M.B., B.Ch., Medical Officer 
(Temporary), Mauritius; R. J. Murray, M.R.C.S., L.R.C.P., Resi- 
dent Medical Officer (Intern), Kenya ; Gweneth L. O'Reilly, M.B., 
B.Ch., Junior Hospital Medical Officer, Leeward Islands; Yap 
Pow Meng, M.R.C.S., L.R.C.P., D.P.M., Specialist (Psychiatric), 
Hong Kong; J. M. Mees, M.D., Medical Officer, Local Civil 
Service, Gold Coast; R. E. Anderson, M.B., Ch.B., D.P.H., 
D.T.M.&H., Deputy Director of Medical Services, Federation of 
Malaya; L. J. Clapham, M.B., B.S., D.P.H., D.T.M.&H., 
Director of Medical Services, North Borneo; C. Runciman, M.B., 
B.Ch., Medical Officer, Tanganyika; R. H. Strudwick, M.B., 
Ch.B., Medical Officer, Hong Kong; L. E. Arnold, M.D., D.P.H., 
Bacteriologist, Jamaica; R. G. B. Bevan, M.B., Ch.B., Medical 
Officer, British Solomon Islands Protectorate; K. B. Bender, 
M.R.C.S., L.R.C.P., Government Medical Officer, British Guiana ; 
D. Kopel, M.D., Medical Officer (V.D.), Health Department, 
_ Mauritius; J. K. M. Quartey, F.R.C.S., Medical Officer, Gold 





Association Notices 





Diary of Central Meetings 
DECEMBER 


1 Tues. Staffing Committee, 11 a.m. 
2 Wed. Reti:.ineration Subcommittee, Occupational Health 
Committee, 10 a.m. 
2 Wed. Occupational Dermatitis Subcommittee, Occupa- 
tional Health Committee, 2 p.m. 
3 Thurs. Central Consultants and Specialists Committee, 
10.30 a.m. 
8 Tues. Rehabilitation Committee, 10.15 a.m. 
8 Tues. Central Ethical Committee, 2 p.m. 
8 Tues. Subcommittee on Admission of Students to 
Medical Schools, G.M.S. Committee, 2 p.m. 
9 Wed. Executive Subcommittee, Private Practice Com- 
mittee, 10.30 a.m. 
9 Wed. om ee Committee, 2 p.m. 
10 Thurs. Central nsultants and Specialists Organization 
“ Subcommittee, 2 p.m. 
11 Fri. ame Qualifications Committee, 1.45 p.m. 
11 Fri. edical Witnesses Subcommittee, Private Practice 
- Committee, 2 p.m. 
11 Fri. Ophthalmic Group Committee, 2 p.m. 
11 Fri. Public Health Committee, 2 p.m. 
15 Tues. Joint Consultants Committee (at Royal College 
of Physicians of London, Pall Mall East, S.W.), 
10.30 a.m. (Date changed from December 8.) 
15 Tues. Working Party Subcommittee, Joint Consultants 
Committee and Ministry of Health (at Ministry 
of Health, 23, Savile Row, W.), 2.30 p.m. 
(Date changed from December 8.) 
16 Wed. Occupational Health Committee, 11 a.m. 
16 Wed. Office Committee, 11.15 a.m. 
JANUARY 
20 Wed. Rehabilitation Committee, 10.15 a.m. 


Branch and Division Meetings to be Held 


CAMBERWELL Division.—At Dulwich Hospital, East Dulwich 
Grove, S.E., Tuesday, December 1, 8.45 p.m., meeting. Address 
by Dr. J. C. M. Matheson: “ Prison and Prisoners.” All mem- 
bers of the Lambeth and Southwark and Wandsworth Divisions 
are invited. 

CHELSEA AND FULHAM Division.—At St. Stephen’s Hospital, 
Fulham Road, London, S.W., Friday, December 4, 8.30 p.m., 
meeting. Lecture by Lieutenant-Colonel W. L. Harnett; “A 
Journey in Central Tibet.’’ Illustrated by lantern slides. 

Coventry Division.—At G.E.C. Ballroom, Telephone Road, 
Binley Road, Stoke, Coventry, Thursday, December 3, 7.15 
for 7.45 p.m., ladies’ night. 

Dorset Division.—At The Clinic, Glyde Path Road, Dor- 
chester, Thursday, December 3, 8.30 p.m., meeting. Lecture by 
Dr. George Crawshaw: “ Collapse of the Lung in Children.” 


East Herts Division.—At Lister Hospital, Hitchin, Thursday, 

December 3, 8.15 p.m., clinical meeting. Dr. E. D. H. Cowen: 
“Diabetes, 1953’; Mr. J. J. Shipman: ‘The Acute Emer- 
gency’; Dr. G. H. Ritterman: “ Differential Diagnosis of Cer- 
tain Skin Diseases.” : ‘ 

Fincu_ey Division.—At Finchley Memorial Hospital, Bow 
Lane, N., Friday, December 4, 8.45 p.m., meeting. Dr. P. F. 
Borrie: ‘“* Dermatological Inexactitudes.” 

Grimssy_Division.—At The Winter Gardens, Cleethorpes, 
Thursday, December 3, 8 p.m. to 1 a.m., annual dinner-dance. 

Harrow Division.—At Rayners Hotel, Rayners Lane, Harrow, 
Tuesday, December 1, 8.30 p.m., clinical meeting. Discussion to 
be opened by Dr. S. J. Hadfield (Assistant Secretary, B.M.A.): 
“A Field Survey of General Practice.” Members of the Wembley 
Division are invited. 

Hastincs Division.—At Sackville Hotel, Bexhill-on-Sea, 
Friday, December 4, 7.30 for 8 p.m., annual dinner and dance. 

KENSINGTON AND HAMMERSMITH Division.—At Hammersmith 
Hospital, Ducane Road, W., Wednesday, December 2, 2 p.m., 
ward visits for general practitioners. 

KEsTEVEN Division.—At Grantham and Kesteven General 
Hospital, Grantham, Thursday, December 3, 8 p.m., meeting. 
Address by Dr. C. C. Bowley: “ Applications of Modern Blood 
Group Knowledge.” 

LAMBETH AND SOUTHWARK Division.—At Lambeth Hospital, 
Brook Drive, Kennington Road, S.E., Sunday, December 6, 
11 a.m., clinical demonstration. 

LEWISHAM Division.—At Park Hospital, Hither Green, S.E., 
Sunday, December 6, 10.45 a.m., clinical meeting. 

MANCHESTER DIVISION and MANCHESTER LOcAL MEDICAL 
CoMMITTEE.—At Midland Hotel, Manchester, Tuesday, December 
1, 8 for 8.30 p.m., annual medical ball and dinner. 

METROPOLITAN COUNTIES BRANCH.—At B.M.A. House, Tavi- 
stock Square, London, W.C., Tuesday, December 1, 5 p.m., 
Lecture to senior students by Dr. F. E. Camps: “ Wounds and 
Wounding,” illustrated with lantern slides. All recently qualified 
practitioners are invited. 

Mip-Herts Division.—At Hammond’s End Gol Club, 
Harpenden, Friday, December 4, 8.30 p.m. to 1 a.m., dance. 
Guests will be welcome. 

NortH-East Essex Division.—At Nurses’ Recreation Hut, 
Maternity Home, Lexden Road, Colchester, Tuesday, December 
1, 8.15 p.m., meeting. Two films: ‘‘ Radiography of the Verte- 
brae,”’ and “‘ The Medical Motion Picture.” 

_NortH MIppLesex Diviston.—At North Middlesex Hospital, 
Silver Street, Edmonton, N., Tuesday, December 1, 2.30 p.m., 
practitioners’ round. 

NUNEATON AND TAMWORTH Division.—At Red Lion Hotel, 
Atherstone, Tuesday, December 1, 8 for 8.45 p.m., medico- 
political evening. 

READING Division.—Tuesday, December 1: (1) At Berkshire 
Club, Blagrave Street, Reading, 6.45 for 7 p.m., dinner; (2) At 
Large Chemistry Lecture Theatre, Reading University, 8.30 p.m., 
annual B.M.A. Lecture by Mr. R. Christie Brown: “‘ Pregnancy 
and Labour as Instruments of Natural Selection.” 

St. Pancras Division.—At B.M.A. House, Tavistock Square, 
London, W.C., Wednesday, December 2, 8.30 p.m., meeting. Dr. 
Joan G. Malleson: “‘ The Menopause.” 

ScUNTHORPE Division.—At Scunthorpe and District War Mem- 
orial Hospital, Thursday, December 3, 8.30 p.m., meeting. Dr. 
R. R. Gordon: “ Present Trends in the Treatment of Children’s 
Diseases.” 

SHROPSHIRE AND Muip-WaLes BraNcH.—At Raven Hotel, 
Shrewsbury, Thursday, December 3, 7.45 for 8.15 p.m., dinner 
followed by dancing. 

SoutH Essex Division.—At Oldchurch Hospital, Romford, 
Friday, December 4, 9 p.m., meeting. Sir John Parkinson: 
“Common Difficulties in Cardiology.” . 

SWANSEA Division.—At Brangwyn Hall, Swansea, Friday, 
December 4, B.M.A. Ball. 

West DENBIGH AND FLINT Division.—At Royal Alexandra 
Hospital, Rhyl, Thursday, December 3, 8 p.m., meeting. Film 
display—two films dealing with cardiac diseases and irregularities. 


Meetings of Branches and Divisions 


HAMPSTEAD DIVISION 


The first meeting of the 1953-4 session was held at the Hamp- 
stead General Hospital on October 14, 1953. With Dr. Lena 
Williams in the chair, there were 22 members present. - Mr. 
Hindenach spoke on “ The Orthopaedic Disabilities of the Lower 
Limb in Childhood.” ° 

MomasaSA DIVISION 


A meeting was held at the British Council premises on August 
10, 1953. With Dr. Cochrane in the chair, there were over 15 
members present. Dr. Lloyd Rushby gave a talk or “ Recent 
Advances in the Treatment of Pulmonary Tuberculosis.” 





Dangerous Drugs Act: Withdrawal of Authority 


The Home Office announces that Dr. James Ross (Barnsley, 
Yorks) is no longer authorized to be in possession of or to 
prescribe those drugs to which the Dangerous Drugs Regulations 


apply. 
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GENERAL MEDICAL COUNCIL 


187th SESSION 


The 187th session of the General Medical Council opened 
at the Council’s offices, 44, Hallam Street, W.1, on Novem- 
ber 24, when the chair was taken by Professor Sir David 
Campbell. 

Mr. KEITH PATERSON BROWN, F.R.C.S.Ed., was introduced 
as representing the Royal College of Surgeons of Edinburgh 
and took his seat. 

On the proposal of Dr. H. Guy Dain the Council placed 
on record its special pleasure at the knighthood which Her 
Majesty had conferred on Sir David Campbell. Dr. Dain, 
who spoke on behalf of the English Branch Council, was 
supported by representatives of the Scottish and Irish Branch 
Councils, a representative of the Dental Board on the 
Council, one of the lay members, and the Legal Assessor. 
The resolution was cordially adopted and Sir David Camp- 
bell suitably replied. 


PRESIDENT’S ADDRESS 


Sir Davip CAMPBELL referred first to the death in August 
of Norman King, a former registrar of the Council. Enter- 
ing the service of the Council in 1897, he had proved him- 
self “one of our most distinguished servants for the long 
period of 36 years.” He retired from office in 1933. 

Sir David then went on to speak of the removal from 
the Council as a whole of its responsibility for professional 
discipline by concentrating that responsibility on the smaller 
Disciplinary Committee. From now on the Council as a 
whole, except for cases reported for action by the Dental 
Board, would be entirely free from disciplinary business 
and will be able to devote its energies more effectiveiy to 
the many-sided problems of medical education. 

“* Nevertheless,” said the President, “it appeared to the 
Council, having regard to the great importance of the disci- 
plinary functions entrusted to it by Parliament, that it 
was desirable that if at all possible every member of the 
Council should be afforded an opportunity of serving for 
a period on the Medical Disciplinary Committee or on the 
Penal Cases Committee.” The Council would therefore be 
asked to approve a method of election, including a scheme 
of rotation, which, while preserving a degree of continuity 
in membership, would give each member of the Council an 


opportunity to serve. 


The Medical Curriculum 

Six years have passed since the publication of the current 
recommendations relating to the medical curriculum, and 
the President thought that the time was approaching when 
the Council would have to study the effects of these recom- 
mendations and consider how far it may be necessary to 
revise them in the light of the changing circumstances of 
medical practice. In making such a review, it was desir- 
able that the Council should have before it the reports 


of visitors in the various subjects of the curriculum, and 
especially the reports of the inspectors of the qualifying 
examinations. With that end in view, the Council last 
May had appointed visitors in the subjects of anatomy, 
physiology, social medicine and public health, and inspec- 
tors in the qualifying examinations in medicine, surgery, 
and midwifery. These same visitors and inspectors had 
been invited by the Medical Registration Council of Ireland 
to visit and inspect examinations and medical schools in 
the Republic. Sir David went on to say that a debate next 
May on the whole question of medical education, including 
the impact thereon of the compulsory period of house-officer 
appointments, would be desirable. 


Approved Hospital Posts 

In order to assist young graduates and hospital authori- 
ties generally the Council published last year a list of the 
hospitals in Great Britain and Ireland and of the posts 
therein approved for the time being by licensing bodies for 
the purpose of house-officer service under the Act of 1950. 
That list included 634 hospitals and 3,048 posts. Since 
then the Council has been informed that 53 other hospi- 
tals have been approved, while 4 included in the list have 
ceased to be approved. The number of recognized posts 
has increased to 3,232. A list setting out in detail the 
changes in the number of both hospitals and posts has now 
been issued by the Council for the guidance of all concerned. 

Licensing bodies are empowered by the Act to approve 
for this purpose hospitals not only in this country but also 
in the Commonwealth and in foreign countries. For the 
assistance of all persons interested the Council has now 
issued a list showing the hospitals and institutions in 
Colonial territories which have been formally approved by 
one or more licensing bodies for an indefinite period. 


Statutory Registration of Opticians 

Some months ago the Minister of Health announced in 
Parliament that in conjunction with the Secretary of State 
for Scotland he was proposing to discuss with the bodies 
concerned the findings of the Report submitted last year 
by the Interdepartmental Committee on the Statutory Regis- 
tration of Opticians, of which the chairman was Lord Crook. 
The principal recommendation was that registration of opti- 
cians should be in the hands of a General Optical Council, 
which would contain representatives of the medical pro- 
fession, ophthalmic opticians, and dispensing opticians, 
together with an independent chairman and two Privy 
Council nominees. The medical practitioners were to 
include three ophthalmologists, one medical practitioner 
engaged in the preclinical training of students, and one 
general practitioner. ‘“ While it would not be fitting for 
me,” said the President, “to comment on the wider’ issues 
involved—and it is to be noted that the Committee was 
instructed to proceed on the assumption that there should 


be a system of statutory registration of opticians—the 
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Council will naturally be interested in the proposals now 
receiving detailed consideration, no doubt with the possi- 
bility of legislation in mind.” 


Fraudulent Dealings 


“ Finally,” Sir David Campbell said, “I must refer to a 
matter which has given much concern to the Penal Cases 
and the Disciplinary Committees. During the last two 
years the Disciplinary Committee has been called upon to 
hold inquiries in cases in which there have been fraudu- 
lent dealings by registered medical practitioners engaged in 
general practice under the National Health Service. In 
one case the Committee found that a practitioner had ob- 
tained sums of money from the local executive council by 
wrongfully submitting forms which purported to relate to 
the treatment of certain persons as temporary residents, 
whereas these persons had not in fact applied for or received 
treatment from the practitioner in this capacity. In another 
case a practitioner had been convicted at a court of law 
of fraudulently charging fees to patients who are on his 
National Health Service list, and were therefore entitled 
to receive his professional services free of charge.” 


A Grave Offence 


The Penal and the Disciplinary Committees had reason to 
believe that the cases in which inquiries have already been 
held were not the only cases in which a practitioner had 
wrongfully obtained sums of money from the executive 
council or had improperly demanded and accepted fees 
from patients on his National Health Service list. “I desire 
therefore,” said the President, “to take this opportunity of 
bringing to the notice of the whole profession the gravity 
of offences of this nature. A conviction in such a case 
inevitably brings an offender within the disciplinary juris- 
diction of the Council; and in instances where no convic- 
tion has occurred, it is nevertheless open to the Penal Cases 
Committee of the Council to refer to the Disciplinary 
Committee for inquiry any case duly reported to it in 
which there appears to be a prima facie case that a practi- 
tioner has been guilty of such serious unprofessional 
conduct.” 

To be continued. 





GENERAL MEDICAL SERVICES COMMITTEE 


ENCOURAGEMENT OF GROUP PRACTICE 


The monthly meeting of the General Medical Services Com- 
mittee on November 19, with Dr. A. Talbot Rogers in the 
chair, lasted from 10.30 a.m. to 5.30 p.m. Following dis- 
cussion at the previous meeting a letter was read from the 
Ministry of Health enclosing a revised draft E.C.L. on the 
group practice loans scheme, embodying certain changes 
which the Committee had recommended. 

One paragraph of the new E.C.L. led to further discus- 
sion : 

““Where a group wish to admit a new member either as an 
addition to the existing group or to fill a vacancy, whether in 
formal partnership or not, admission to the medical list will be as 
if the group were in forma! partnership. Agreement would be 
reached between them in the first place as to the new member’s 
share of liability for the outstanding or continuing loan.” 


The Chairman said that some difficulty had arisen over 
group practices in a closed area, where permission to take 
in another partner might be refused. The revised wording, 
which was arrived at by the Ministry after consultation 
with the Medical Practices Committee, did not mention a 
closed area, and this point should be pursued. Cases had 
arisen where the Medical Practices Committee, even when 
an area had been closed, had accepted a suggestion from 
the partnership that they should take an extra partner, but 
the Committee had not asked for this, but only that existing 
partnerships be maintained at the same number. 

Dr. Wand pointed out certain other implications. Apart 
from exceptional circumstances (such as a father contem- 





plating retirement and anxious to prepare his son to suc- 
ceed him, or a partnership from which one member was 
known to be leaving within a short time) a partnership 
should not be allowed in a closed area to take in an addi- 
tional member. Some protection must be given to other 
practitioners in the area who were not in the group. 
Dr. Gorsky pointed out that if such a rule obtained it 
would not be possible to take in an assistant “with a 
view.” 

It was agreed that the matter be discussed further with 
the Medical Practices Committee and the Ministry of Health. 

The Ministry had also suggested the setting up of a Group 
Practice Loans Committee to which applications for loans 
should be referred, the committee to be composed of repre- 
sentatives of the medical profession and of the. Ministry. 
The General Medical Services Committee nominated the 
following as its representatives: Drs. A. Brown, H. C. 
Faulkner, D. F. Hutchinson, and F. Lishman, with Drs. 
Frank Gray, C. R. F. Killick, and G. P. Williams as 
deputies. 

Standard of Accommodation in Surgeries 

A memorandum on this subject was before the Com- 
mittee. The Chairman said that there had been discus- 
sion whether some advisory bureau should be set up by 
the Association to which doctors could apply for advice 
about the improvement of their surgeries and waiting-rooms. 
One member suggested a panel of architects, to any member 
of which those requesting information could be referred. 
Another suggestion, which was not much favoured, was 
that the new Group Practice Loans Committee might act 
as an advisory body for dealing with such inquiries. Dr. A. 
Beauchamp strongly urged that the local medical com- 
mittee could give far better advice than any central body. 
Dr. Faulkner mentioned that the College of General Practi- 
tioners had decided to set up a centre with something of 
this purpose in view. 


The Joint Committee oa Prescribing 

A discussion between representatives of the Committee 
and officers of the Ministry was reported on a question 
which had perturbed the Committee—namely, the possible 
use which might be made of the lists of proprietary pre- 
parations classified by the Cohen Committee, particularly 
the action which might be taken by pricing bureaux in the 
case of drugs which had been placed in categories 5 and 6 
(preparations which in the Cohen Committee’s opinion had 
not yet been proved of therapeutic value). It had been 
suggested that a number of preparations had been put into 
these categories not purely on the ground that they had no 
therapeutic value, but because they had toxic side-effects. 
It was felt that this was an infringement of the general 
practitioner’s right to prescribe whatever he thought best in 
the interest of his patients. The Chairman said that the 
position which the representatives of the Committee had 
taken up in these discussions was that doctors, while exer- 
cising restraint concerning the costliness of drugs, should 
have complete clinical freedom in prescribing. 

Dr. Dain drew attention to a letter to the General Medi- 
cal Services Subcommittee (Scotland) from the Department 
of Health which stated: “In the meantime I would invite 
you to apply the following principles in the prescribing 
of proprietaries under the National Health Service... 
(2) preparations in categories 5 and 6 should not be 
prescribed.” 

Dr. B. Cardew said that Prescribers’ Notes for the cur- 
rent month stated that some doctors had written out in 
extenso the formulae for some of the category 5 and 6 
preparations and had sent them to the chemist in the form 
of prescriptions. It went on to point out that these doctors 
had misunderstood the position. The objection to prepara- 
tions in categories 5 and 6 was not because they were pro- 
prietary preparations but because their therapeutic efficiency 
was not proved. Dr. Cardew thought this a serious matter. 
If Prescribers’ Notes said in effect, “ We are not concerned 
only with cost, but we are trying to protect patients from 
having drugs which are of no use” it opened the door to 
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a judgment of values by a committee. The choice of drugs 
was the concern of the individual doctor ; from the point 
of view of cost the relation of the individual doctor’s 
prescribing to his areal average was a different matter. 
Dr. Cardew also gave notice that at a future meeting of 
the Committee he would raise a more general question in 
connexion with Prescribers’ Notes, in the preparation of 
which he alleged that bits of evidence had been culled from 
articles in medical journals, without reference to the con- 
text, to condemn a particular drug. 


Restoration of Goodwill 


Discussion took place with reference to the resolution of 
the recent Annual Representative Meeting that the practic- 
ability of a scheme for the restoration of the right to buy 
and sell goodwill should be investigated. The Amending 
Acts Committee, which has had a mandate from the Council 
to consider whether a practicable scheme can be formu- 
lated, is calling a conference on the subject. Dr. Cardew 
said that he hoped that the General Medical Services Com- 
mittee, in view of the Conference resolution on this sub- 
ject, would not participate in such a conference. 

The Chairman said that if they responded to the invita- 
tion of the chairman of the Amending Acts Committee to 
send representatives to the conference it would in no way 
commit them. It would be useful to send to such a confer- 
ence knowledgeable people who were able to say what was 
practicable and what was not. If any scheme did make its 
appearance the Committee could bring its collective wisdom 
to bear upon it. 

Dr. Dain pointed out that the Representative Body had 
not asked that the question of the return of goodwill should 
be considered on its merits, but only that if possible a 
practicable scheme should be presented to it at the next 
A.R.M. Their own Committee and the Annual Confer- 
ence had expressed decided views on the subject. If the 
Amending Acts Committee did produce a scheme it would 
go to the Representative Body as a scheme and not at all 
as an argument. Dr. F. M. Rose said that, the Committee 
having decided already that the return of goodwill was not 
practicable, he did not see what object would be served by 
sending delegates to a conference. Dr. H. H. D. Suther- 
land, chairman of the Amending Acts Committee, said that 
the proposed conference would be a round-table one, and 
they wanted all points of view ventilated. 

By a vote of 17 to 16 it was agreed to send three repre- 
sentatives to the conference. 


Remuneration of Medical Officers of Public Schools 


The Chairman said that a few months ago a deputation 
was received by the Committee to urge an alteration in the 
distribution scheme in order to remove a disadvantage affect- 
ing whole-time medical officers of public schools. The Com- 
mittee at that time did not feel able to agree with what was 
advocated. Since then a letter had been received from the 
chairman of the Public Schools Association, Sir Will Spens. 
who said that he would like to meet a few members of the 
Committee. It had been arranged accordingly that Sir Will 
Spens should meet the Chairman and certain other mem- 
bers at luncheon that day. 

After the luncheon adjournment Sir Will Spens himself 
was introduced to the whole Committee. In a brief acknow- 
ledgment of his welcome he said that he could not pretend 
not to have had in one way or another a good deal to do 
with their affairs, and if he had done anything to secure them 
a better deal he was sure that it was done none too soon. 
The whole position of general practitioners’ remuneration 
as it came before his committee was “ really shocking,” and 
he was glad to think it was a thing of the past. 

After Sir Will Spens had retired the Committee con- 
sidered the case of the public schools medical officer, and 
the Chairman outlined the various points which had 
emerged. 

After a very full discussion it was agreed that the Com- 
mittee would not be justified in seeking any central modifica- 
tion to the Distribution Scheme. 


Smog Masks 

The Chairman made a statement on the action taken by 
the Ministry in the matter of smog masks. Dr. M. Sorsby 
complained that they had been forced to accept an E.C.L. 
before the Committee had had a chance of seeing it. The 
mask produced was not scientific, and its issue was bound 
to cause a considerable increase in the work of practitioners. 
Something which the members of the general public could 
get for themselves at practically no cost at all should not 
have been included for prescription as a result of “ panic 
legislation.” Dr. A. B. Davies said that in their zeal to 
help the public the Government had done something without 
reference to any scientific body. There were dangers in 
advocating a mask which was likely to give some people 
a false sense of security. After a full discussion the Com- 
mittee endorsed the action taken by the Chairman and, 
in particular, the issue of the statement to the Press on the 
subject. 

Wales and Scotland 

Dr. G. P. Williams said that the Welsh Committee had 
made a recommendation to the Amending Acts Committee 
that a separate Medical Practices Committee for Wales 
should be established. It was felt that many of the deci- 
sions of the Medical Practices Committee had given rise 
to criticism by reason of the fact that the members of 
that committee were so few (seven medical members) that 
they could not possibly have sufficient local knowledge. 

The Chairman pointed out that the same action might 
be claimed on behalf of the Duchy of Cornwall or the 
county of Kent ; it would be disadvantageous to break down 
the Medical Practices Committee into a number of small 
areal committees. 

On the report of the General Medical Services Subcom- 
mittee (Scotland), presented by Dr. J. T. Baldwin, the Chair- 
man drew attention to a procedure which had been worked 
out in Scotland concerning the reference of cases to the 
regional medical officer. He would like to have some 
similar information about the work in England, because he 
could not remember anything comparable. 


The Trainee General Practitioner Scheme 

A letter from the Worcester Local Medical Committee 
suggested that the trainee assistant scheme should be dis- 
continued because it offered no advantages over the train- 
ing given to ordinary assistants by their principals, the 
number of entrants into general practice through the scheme 
was so small as not to warrant its considerable cost and 
elaborate organization, and the scheme lent itself to abuse. 

Dr. D. F. Hutchinson said that in Middlesex they had no 
doubt whatever that the scheme was conferring great bene- 


fits. Other members of the Committee gave like testimony, : 


and the Chairman said that there did not seem to be any 
agreement with the Worcester view, but it was quite open 
for Worcester to bring forward a resolution to the Confer- 
ence. The Deputy Secretary said that the Conference had 
already discussed the matter and had decided that the scheme 
should go on. 
Hidden Canvassing 

Reference was made in a letter from a practitioner to the 
practice of some doctors, when patients desired to change 
on to their lists, of handing them a typed letter addressed 
to the executive council, which they had only to sign, and 
which was then dispatched with the medical cards enclosed. 
Dr. M. Sorsby spoke of a subtle form of canvassing by 
means of forms already printed for the patient to fill in. 
Dr. L. Russell agreed that this practice should be depre- 
cated ; perhaps the difficulty could be overcome by having 
a space on the medical card to be filled in by the patient 
who wished: to change his doctor. Dr. F. M. Rose said 
that executive councils would probably stop this sort of 
thing in any case. He urged that they should stick to the 
14 days’ interval before acceptance; a little grit in the 
wheels would do no harm. The Chairman said that the 
practice described was one they would not wish to see 
encouraged. This method of carrying out transfers gave 
too much opportunity for a hidden form of canvassing. 
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Maternity Medical Services 


Discussion took place on claims by general practitioners 
for fees for ante- and post-natal examinations where the 
actual confinement had taken place in hospital. Dr. Suther- 
land said that it happened in London that a woman was 
seen perhaps three or four times by her doctor, and then 
booked her bed in hospital, after which she attended the 
local antenatal clinic and the doctor lost all the fees. 
Dr. C. M. Scott said that all over the country a large num- 
ber of women were having antenatal examinations by their 
own doctor in addition to examinations at hospital. The 
Deputy Secretary said that the Ministry admitted that the 
antenatal service provided by the local authority was 
complementary to the general-practitioner service. It was 
also stated that in Scotland two-thirds of the fee went to 
the general practitioner and one-third for hospital ante- 
natal care. The general practitioner was paid half a guinea 
for every antenatal visit. Dr. Wand said that the fee was 
for the responsibility of being called in before the woman 
went into hospital. In Birmingham the general practitioner 
and the hospital shared the examinations. 

It was agreed that the matter should be elucidated in talks 
with the Ministry. 








NIGERIA BRANCH 


The annual general meeting was held on October 24, 1953. 
Dr. B. S. Jones took the chair in the unavoidable absence of 
the president, and 31 members were present. Sir Kofo 
Abayomi was elected president for the coming year, and 
Dr. A. O. Adeniyi-Jones as secretary. 


Planning Committee 


The retiring secretary, Dr. M. A. Majekodunmi, read a 
statement on the future of medicine in Nigeria. He said 
that Nigeria was at present on the threshold of far-reaching 
political changes. It was felt that the B.M.A. should not 
be silent in the face of these impending changes. In the 
past, members of the medical profession had always been 
so preoccupied with their professional duties that little time 
had been devoted to planning. Consequently all the plan- 
ning had been done by the officials and the politicians, with 
a result which had not been wholly satisfactory to the 
profession. 

The following were appointed to make recommendations 
on the future development of medicine in Nigeria to the 
Branch council for transmission to the Government: 
Dr. M. A. Majekodunmi, Dr. J. O. Akerele, Dr. E. N. O. 
Sodeinde, Sir Kofo Abayomi, Dr. John Lawson, and 
Dr. A. O. Adeniyi-Jones. 


Certification 


Dr. Adeniyi-Jones opened a discussion on medical certifi- 
cation. He said that they had heard a lot about the status 
of the medical profession, and he would like to put it to 
them that this was one aspect of their work in which every- 
one could try to put nobility and integrity into the profes- 
sion. They worked under certain more or less accepted 
codes, and he felt that they should do all they could to 
live up to them. A certificate of any sort whatsoever, he 
added, was a very responsible document and a legal 
document. 


Clinical Session 


Forty-six members were present at the clinical session. 
The following papers were read: “ Post-operative Tetanus 
in Orthopaedic, Work,” by Dr. Brian Jones; “ Possible 
Applications of Plastic Surgery in Nigeria,” by Mr. Horatio 
Thomas: and “Problems of Antenatal Care in Nigeriz,” 
by Dr. John Lawson. Case demonstrations were given by 
Drs. S. O. Awoliyi, G. V. H. Clarke, J. O. Mabayoje, and 
M. A. Majekodunmi. 


Correspondence 











The G.M.C.’s Warning 


Sir,—As I opened my morning papers the other day I saw 
blazoned in the headlines such announcements as, “ Concern 
about N.H. Frauds: President of G.M.C. Warns Doctoss,” 
and “ N.H.S. Frauds by Doctors ; Known Cases not the Only 
Ones: Warning by President of G.M.C.” As I read on 
I learned that this widespread affront was made on the advice 
of the Penal and Disciplinary Committees. I feel pretty 
certain that I speak for a good many of my profession when 
I say that I do not know who these gentlemen are, nor have 
the least interest in the matter. Yet, along with my pro- 
fessional colleagues, I am undoubtedly one of “the doc- 
tors” and have to submit to the indignity of staring at these 
headings, presumably addressed to me. I do not think my 
language is too strong if I say that the whole atmosphere 
of the thing is not very different from what one might expect 
in an announcement by the governor of Borstal institution. 

Let us allow, right away, that disciplinary committees are 
unfortunately necessary because black sheep are to be found 
in every walk in life, but they should know their place and 
keep discreetly in the background (or the underground, if 
you like), where they belong. It is not right that they 
should raise their voices to igSult not only the probity 
but the intelligence of those who are not concerned with 
them by issuing a public warning that fraud is wrong and 
punishable. Yet this error of taste is not the most serious 
one. Far worse is the bungling of diplomacy. Do we 
not all know that of all news two groups are among the 
most “spicy "—any sort of scandal about either clergymen 
or doctors? If the mud that is thrown can be made to 
bespatter a whole profession, so much the better. ‘“ Known 
Case Not the Only Ones . . .” and so the innuendo is left 
to spread quietly out like ripples in a pond. What are 
we to say of a disciplinary committee that is not satisfied 
to confine its activities to the accused, that must needs 
clutch out at an entirely nebulous group of supposititious 
persons ? Surely the answer is that such a committee itself 
needs disciplining. 

I have not the least doubt but that, all over the country, 
the Press has spread its apron for this windfall, and with 
what result? Only this, Sir: that the doctors, to whom 
presumably the information is addressed, gain nothing at 
all except just one more affront in a life of growing affront; 
while the public gain a totally misleading impression of a 
body of men who in the great mass are as upright as they 
are hard-working.—I am, etc., 


Liverpool. C. H. »sSS CARMICHAEL. 


The Private Physiotherapist 


Sir,—Is it not time that the position of the physiotherapist 
in private practice was seriously studied ? Since the National 
Health Service came into being our position has rapidly 
deteriorated. People now forced to pay National Insurance 
consider that if they need physiotherapy it should be obtain- 
able under the scheme. Many people whose incomes have 
not increased with the cost of living simply cannot afford 
to pay privately. These two cases are perfectly under- 
standable. 

But what is to happen to the private physiotherapist who 
—possessing the same qualifications and having the same 
interest in her profession as the physiotherapist in hospital 
—finds it almost impossible to find work ? The hospitals 
are overcrowded. Waiting-lists are long. Patients have to 
be “rationed” for treatment needed. Surely the answer 
to this question is to incorporate the private people into 
the N.H.S., if they wish to enter, so that they can open 
their doors as subsidiary departments to the local hospitals. 
This would greatly reduce the congestion in the hospital 
departments. But this would have to be done with regard 
to the private practitioner using her own rooms, equipment, 
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and transport. In other words, a hospital salary would not 


-of course be possible, as we should be worse off than those 


in hospital. 

I regret to say that, although the N.H.S. has done much 
to harm us, it is a vast number of the general practitioners 
who have been equal instigators of our forced retirement. 
The cost of a private practice is heavy, as can well be 
imagined. Equipment costs hundreds of pounds. We have 
to rent rooms unless we own a house, in which case we 
have its expense of upkeep. A car is not a luxury but a 
necessity to be able to visit patients with apparatus. Having 
equipped ourselves, we ask the doctors to send us patients 
when they can. I doubt if patients who can be relieved 
from acute pain in such a short time when suffering from 
such illnesses as fibrositis, sprains, dislocations, septic 
wounds, etc., would refuse to have private treatment rather 
than wait to be seen at hospital. But the suggestion is 
hardly ever put to them. Being professional we cannot 
advertise as the quack regiments do; we have to rely on 
our own high standards and also on co-operation from 
doctors. After five years in private practice I can say from 
experience there is little or no such co-operation as one is 
led to believe exists in a medical “team.” Many doctors 
send work to osteopaths and Red Cross nurses. Do the 
doctors really think they are as good as a fully trained 
physiotherapist ? 

Please may I ask all doctors to think seriously of our 
very grave plight, and help us, as members of their medical 
team, that we may co-operate in genuine understanding and 
friendship ?—I am, etc., 


Worthing. P. LYNCH. 


Senior Registrars 

Sir.—Senior registrars will welcome the views expressed 
by Dr. T. Rowland Hill on November 4 (Supplement, 
November 14, p. 196) concerning the paucity of consultant 
vacancies and the senior-registrar-consultant ratio. As a 
member of the new Ministry committee advising on addi- 
tional consultant appointments, Dr. Hill states that “ if there 
was a good case for an increased establishment permission 
would be given.” It is to be hoped that medical advisory 
committees will no longer hesitate to ask their regional 
boards to apply to this committee for permission to create 
new consultant appointments where appropriate.—I am, etc., 


Birkenhead. Puitie L. ROBINSON. 


Sir,—Mr. E. Elmhirst (Supplement, November 21, p. 206) 
is absolutely right about the shocking position of senior 
registrars. The hierarchy of our profession, within and with- 
out the Ministry, have connived in the establishment of 
“transitional posts.” This has been done ostensibly as a 
kindly gesture to the trained senior registrars who are un- 
able to find consultant posts. In fact it has become neces- 
sary in order that the Ministry may staff its hospitals for 
emergency and routine surgery in the interim period before 
the public settles down to accept the lower grade of registrar 
in place of the consultant. There is no indication and little 
likelihood that there will be an increase of consultant posts 
within the next six months. In the past four years very 
few surgical consultant vacancies have been advertised, and 
most of the vacant sessions have been absorbed by those 
already of consultant status. 

We know that some of the registrars are just as capable 
as the senior registrars, who in turn have gained greater 
experience in emergency work than some of the consultants. 
It seems incredible that British surgery is tolerating the 
establishment all over the country of an underpaid crafts- 
man in the £800 category, shifting from job to job in his 
disconsolation. In the meantime most of us are far too busy 
with routine hospital work to spend more time fighting in 
committees for what we know to be right. Cannot our 
Royal Colleges take some urgent and unselfish action ?— 
I am, etc., 


London. S.E.19. D. F. ELLIson NaAsH. 


Sweated Doctors 


Sir,—In response to Dr. A. E. Nicholls (Supplement, 
November 14, p. 200), it is most disturbing to think that 
there may be other young doctors who consider their “ very 
long hours of duty” as forced labour. I personally have 
thoroughly enjoyed—and grumbled at—the whole of my two 
years in various house appointments, yet do not consider 
myself grossly abnormal. No house officer worth his salt can 
possibly imagine that he could enjoy or do his job properly 
or gain more than a tittle of the experience so readily avail- 
able, if he worked office hours. Half the joy in doing a 
house job properly is to see each patient’s progress from 
hour to hour and day to day with the certain knowledge that 
one has been at hand and participating actively throughout. 
Love and understanding of one’s profession cannot be ac- 
quired if the wards are quitted promptly at 5 o’clock and the 
patients’ crises left to the ministrations of another. 

From my experience of house appointments in four 
different hospitals it seems that free hours vary widely, but 
at least a month’s annual leave is universal and occasional 
week-ends off almost so, with frequent free afternoons. The 
hours are long and the work is often hard—but is this not 
also the lot of the general practitioner? At any rate the 
companionship, opportunities, and experience are unparal- 
leled. It would do the rebellious house officer good to re- 
member that his medical training has merely been extended 
and that he is now paid for the final year. Even so, courses 
for British medical qualifications remain among the shortest. 

There are still members of the great British public—and 
may they never be disillusioned—who believe that a house- 
man’s salary is £1,000 a year and that each one (like my- 
self—without any allowance) owns a Rolls Royce. We have 
a marvellous reputation to maintain.—I am, etc., 


Salisbury. H. KELSON Forp. 


Grading of S.H.M.O.s 


Sir,—I should like to add a few words to those recently 
published in support of S.H.M.O.s. Some of us, myself 
included, holding more than one higher degree in a specialty 
and with many years of experience, find ourseives not only 
in financial straits but also, what is more degrading, we 
have to bear the insult to our self-esteem inflicted on us 
by an undeserved and inferior status. 

It is difficult to imagine any other field of employment 
where such a state of affairs would be tolerated for one 
moment, and not only do I heartily endorse, but propose 
to take at once, the action recommended by both Dr. S. F. 
Logan Dahne (Supplement, November 14, p. 201) and Dr. 
Beryl L. Harrison (Supplement, November 21, p. 206). It 
should be our first aim to see that fair play is accorded to 
all those who, in the opinion of the Central Consultants and 
Specialists Committee, have a just grievance. In addition 
we must strive for the principle to be established that all 
S.H.M.O. appointments should be the subject of further 
reviews at intervals of not longer than two years.—I am, etc., 


Shrewsbury. S. BuRKE. 


National Health Insurance Certificates 


Sir,—I wish to suggest that National Health Insurance 
certificates be signed by sisters and staff nurses in the out- 
patient departments as they are in the case of in-patients. 
It is very difficult for all out-patients to be examined by a 
house surgeon or physician in a busy hospital.—I am, etc., 


Stoke-on-Trent. S. LANCASTER. 








TRADE UNION MEMBERSHIP 


The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils—Fulham, Southwark. 

Non-County Borough Councils.—Crewe. 

Urban District Councils——Houghton-le-Spring. 
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Association Notices 


Diary of Central Meetings 
DECEMBER 





8 Tues. Committee on the Rehabilitation of Disabled 
Persons, 10.15 a.m. | 

8 Tues. Central Ethical Committee, 2 p.m. 

8 Tues. Subcommittee on Admission of Students to 
Medical Schools, G.M.S. Committee, 2 p.m. 

9 Wed. Executive Subcommittee, Private Practice Com- 
mittee, 10.30 a.m. | 

9 Wed. Amending Acts Committee, 2 p.m. aaa 

10 Thurs. Central Consultants and Specialists Organization 
Subcommittee, 2 p.m. : 

11 Fri. | 0 and Superannuation Committee, 

a.m. 
_ UL Fri. Medical Witnesses Subcommittee, Private Practice 

Committee, 2 p.m. 

Il Fri. Public Health Committee, 2 ., : . 

14 Mon. Central Consultants and Specialists Hospital 
Junior Staffing Subcommittee, 11.30 a.m. 

15 Tues. Joint Consultants Committee (at Royal College 
of Physicians of London, Pall Mall East, S.W.), 
10.30 a.m. (Date changed from December 8.) 

15 Tues. Working Party Subcommittee, Joint Consultants 
Committee and Ministry of Health (at Ministry 
of Health, 23, Savile Row, 0 p.m. 
(Date changed from December 8.) 

16 Wed. Occupational Health Committee, 11 a.m. 

16 Wed. Office Committee, 11.15 a.m. 

16 Wed. Executive Subcommittee, Joint Formulary Com- 
mittee (at Pharmaceutical Society, 17, Blooms- 
bury ae, haat, W.C.), 2 p.m. 

7 Thurs. G.M.S. Committee, 10.30 a.m. 

22 Tues. Waverley Evidence Committee, 11 a.m. 


Branch and Division Meetings to be Held 


ALDERSHOT AND FARNHAM Division.—At Aldershot Civil Infec- 
tious Diseases Hospital, Thursday, December 10, 8.30 p.m., meet- 
ing. Dr. Brian O. T. Taylor: “ Carcinoma of the Lung.” 

Sase, BRISTOL AND MERSET BRANCH.—At Castle Hotel, 
Taunton, Thursday, December 10, 8.30 p.m., annual general 
meeting. Presidential Address: “A Little Peak... .” i 

BiRMINGHAM Division.—At Midland Hotel, New Street, Birm- 
ingham, Saturday, December 12, 7 for 7.30 p.m., 50th Anniversary 
Dinner. Annual B.M.A. lecture by Sir Lionel E. H. Whitby. 

BLACKPOOL AND FyLpe Division.—At Savoy Hotel, Q 
Drive, Blackpool, Wednesday, December 9, 7.15 p.m., dinner: 
8.30 p.m., Dr. G. W. Murray and Dr. S. C. Gawne: “ The Health 
Visitor and the General Practitioner.” 

BRIGHTON AND Mip-Sussex Division.—At Royal Sussex County 
Hospital, Brighton, Thursday, December 10, 3 p.m., clinical 
meeting. 

a Division.—At Royal Bell Hotel, Bromley, Thursday, 
December 10, 8.30 p.m., joint meeting with Bromley and District 
Law Society. Address by Mr. W. Bentley Purchase: “ Remi- 
niscences on Life as a Coroner and Barrister.” 

BURTON-ON-TRENT Division.—At Bretby Golf Club, Ashby 
Road, Burton-on-Trent, Tuesday, December 8, 7.45 p.m., dinner, 


followed by lecture by Dr. Donald Stewart: “Some New 
Developments in the Rehabilitation and Resettlement of Disabled 
Persons.” 


CHESTERFIELD Division.—At Walton Sanatorium, Chesterfield, 
Friday, December 11, 8.45 p.m., aus James Carson: 
“Cerebral Vascular Disease; with Special Reference to Cerebral 
Aneurysm.” 

Croypon Division.—At 43, Wellesley Road, Croydon, Tues- 
day, December 8, 8.30 p.m., general meeting. Address by Mr. 
W. McKim McCullagh: “ Medical Causes of Marital Un- 
happiness.” f 

UNDEE AND ANGUS Divisions.—At Physiology Lecture Room, 

Medical School, Dundee, Friday, mber 11, 8.30 p.m., meet- 

Sound and Colour Film: “Special Problems in the 
anagement of Peptic Ulcer.” : 

East Kent_Drvision.—At Chez Laurie Restaurant, Thanet 
Way, Herne Bay, Thursday, December 10, 7.30 p.m., dinner; 
8.45 p.m., Sir W. Heneage Ogilvie *“* Abdominal Emergencies.”’ 

East YORKSHIRE BraNcH.—At Quern House, Hull, Wednesday, 
December 9, 8.30 p.m., meeting. Mr. N. R. Barrett: ‘‘ Cardiac 
Ss e _ 

; AND Potters Bar Division.—At Demonstration 
Theatre, Eastern Gas Board Offices, syeney Road, Enfield, Wed- 
nesday, December 9, 8.30 Bm, meeting. edical films: (1) “* The 
Story of Halibut Oil’; (2) ‘* Senile Obliterative Arteritis of the 
Legs.” ; 

Giascow Division.—At 234, St. Vincent Street, Glasgow, 
Wednesday, December 9, 8.30 p.m., meeting. 

GREENWICH AND Deptrorp Division.—At Amersham Road 
Clinic, New Cross, S.E., Wednesday, December 9, 5.30 p.m., 
meeting. Dr. Ronald Hartley: “‘ The Heart in Pregnancy.” All 
medical practitioners in the area of the Division are invited. _ 

Gul_pForp Division.—At Royal Surrey County Hospital, 
Guildford, Thursday, December 10, 8.30 p.m., r BD. WN. 
Matthews: “ Plastic Surgery.” 


HAMPSTEAD DivIsIon.—At ne General Hospital, 
Haverstock Hill, N.W., Wednesday, December 9, 8 p.m., clinical 
evening. 

HastTinGs Division.—At Royal East Sussex Hospital, Hastings, 
Tuesday, December 8, 8.15 f= clinical meeting. 

Henpon_ Division.—At Hendon Hall Hotel, London, N.W., 
Tuesday, December 8, 8.45 p.m., meeting. Dr. K. Shirley Smith : 
“Practical Problems in the Treatment of Cardiac Disease and 
Shock ” (illustrated by lantern slides). 

KENSINGTON AND HAMMERSMITH Division.—At Hammersmith 
Hospital, Ducane Road, W., Wednesday, December 9, 2 p.m., 
ward visits for general practitioners. 

KINGSTON-ON-THAMES Division.—At Kingston Hospital, 
Wolverton Avenue, Kingston-on-Thames, Tuesday, December 8, 
8 for 8.30 p.m., meeting. Dr. W. S. “od Copeman: ‘ Modern 
Views on the Treatment of Rheumatism.” 

LeicH Division.—At Courts Hotel, Church Street, Leigh, Tues- 
day, December 8, 8.30 p.m., meeting. Address by A. G. S. 
Calder: ‘* Recent Advances in Otology.” 

LEWISHAM Division.—At Park Hospital, Hither Green, S.E., 
Sunday, December 6, 10.45 a.m., meeting. Demonstration of 
cases by Dr. M. Laurent. 

MACCLESFIELD AND East CHESHIRE Division.—At Macclesfield 
Arms Hotel, Macclesfield, Thursday, December 10, 8.30 p.m., 
meeting. Dr. D. K. Black: ‘‘ The Management of Oedema.” 
A discussion will follow. 

MONMOUTHSHIRE Division.—At St. Mellons County Club, 
Monday, December 7, 8 p.m. to 2 a.m., annual dance. 

NortH MIDDLESEX Division.—At Gaumont Cinema, Wood 
Green, N., Tuesday, December 8, 8.30 p.m., cocktail party. 

PADDINGTON Division.—At Paddington Town Hall, London, 
W., Thursday, December 10, 8.30 p.m., meeting. Film: ‘* Modern 
Handling of Ankylosing Spondylitis.” 

ScunrHORPE Division.—At Blue Bell Hotel, Scunthorpe, 
Thursday, December 10, 8 for 8.30 p.m., annual dinner. 

SHROPSHIRE AND Mip-WALEs BrancH.—At Copthorne Hospitals, 
Shrewsbury, Wednesday, December 9, 8 p.m., meeting of clinical 
and pathological section. Discussion: “* The Place of Tonsill- 
ectomy in Present-day Practice.” 

SouTH BEDFORDSHIRE Division.—At Luton and Dunstable 
Hospital, Luton, Friday, December 11, 9 p.m., meeting. Dr. L. 
Handley Ashken: ‘ The Special Clinic—Its Uses and Usefulness.” 
A film and slides will be shown. 

SoutH Mipp.Lesex Division.—At Anchor Hotel, Shepperton, 
Monday, December 7, 8.45 p.m., annual general meeting. 

SouTH-west Essex Division.—At Out-patients’ Department, 
Thorpe Coombe Maternity — Forest Road, Walthamstow, 
E., Wednesday, December 9, 8.30 gm. meeting. B.M.A. lecture 
by Sir Zachary Cope: ‘“ The Regional Diagnosis of Acute 
Abdominal Disease.”” A discussion will follow. 

Swansea Division.—At Osborne Hotel, Swansea, Thursday, 
December 10, lecture by Dr. L. G. C. E. Pugh. 

TUNBRIDGE WELLS Division.—At Kent and Sussex Hospital, 
Tunbridge Wells, Tuesday, December 8, 8.30 p.m., clinical meet- 
ing. Mr. G. C. Knight: “ Facial Pain.” 

West Herts Division.—At Crown Hotel, Garston, Wednesday, 
December 9, 8.30 for 9 p.m., general meeting. Address by Dr. 
S. J. Hadfield (Assistant retary, B.M.A.): “ General Practice— 
a Factual Survey.” A discussion will follow. 

West MippLesex Division.—At Nelson Room, Ealing Town 
Hall, London, W., Wednesday, December 9, 8.30 p.m., meeting. 
Address by Dr. R. Forbes: “ Litigation and the Profession.” 

West Sussex Division.—At The Black Horse Hotel, West 
Street, Horsham, Thursday, December 10, 6.30 p.m., meeting. 
Address by Dr. H. L. Marriott: ‘Some Recent Advances in 
Diagnosis and Treatment,’’ followed by business meeting and a 
discussion. 

WILLESDEN Division.—At Central Middlesex Hospital, Park 
Royal, N.W., Tuesday, December 8, 9 p.m., general meeting. 
Dr. F. Avery Jones will talk on his recent tour of India and 
Australia, illustrated by colour photographs. 

WootwicH Divistion.—At Brook General ‘Hospital, Shooters 
Hill Road, S.E., Tuesday, December 8, 8 p.m., joint clinical meet- 
ing with Greenwich and Deptford Division. 


Meetings of Branches and Divisions 
BIRKENHEAD AND WIRRAL DIVISION 


The annual general meeting was held at the Arrowe Park Hotel 
on October 31, 1953. With Dr. R. Vaughan Thomas in the chair, 
there were 12 members present. The following officers were 
elected for the coming session: 


Chairman.—Dr. R. Johnson. 
Vice-chairman.—Dr. R. W. L. Pearson. 
Honorary Secretary and Treasurer——Dr. H. C. W. Baker. 


NorTH WALES BRANCH 


The autumn meeting was held at Capel Curig, on November 5, 
1953. With Dr. R. Salter Ellis in the chair, there were 14 
members present. Mr. Emlyn Lewis gave a lecture on plastic 
surgery, and a film of the operative procedure and aftercare 
of a case of brown pigmentation of both eyelids was shown. 
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GENERAL MEDICAL COUNCIL 


MEDICAL DISCIPLINARY COMMITTEE 


GRANT FOR TRAINEE WHILE HOLDING 
DOUBLE APPOINTMENT 


The Medical Disciplinary Committee of the General Medical 
Council, with Sir David Campbell in the chair, on Novem- 
ber 25 and 26 considered the case of William Acton 
Macllrath, registered as of Knock, Belfast, M.B., B.Ch. 
1928, Q.U. Belfast. He appeared on the charge that, while 
his name was on the medical list of the London Executive 
Council as undertaking to provide general medical services, 
he accepted a whole-time post under the South-west Metro- 
politan Regional Hospital Board and was continuously so 
employed for about 18 months. It was also charged against 
him that during 11 months of that period he fraudulently 
claimed and received from the London Executive Council 
grants amounting to £697 towards the salary of a trainee 
assistant and the supervision fee for the training of such 
assistant, well knowing that by reason of his whole-time 
appointment he was unable to give the necessary training 
and supervision. 

Dr. Macllrath appeared and was legally represented by 
Mr. David Napley, solicitor. The case was presented by 
Mr. John Hobson, counsel. 


The Case 


Mr. Hobson stated that from June, 1948, to June, 1953, 
Dr. Macllrath was on the executive council’s list. His prac- 
tice was carried on from his home in Lewisham Way. From 
August, 1949, to March, 1952, he held a whole-time post, 
at first as temporary medical officer and afterwards as regis- 
trar, at the Cane Hill Hospital, Coulsdon, about 12 miles 
from his residence and surgery, thereby disregarding his 
personal responsibility for the patients on his list, the aver- 
age number of whom during the years in question was 2,200. 
From November, 1949, to October, 1950, he claimed and 
received a grant from the London Executive Council totalling 
£697 as a supervision fee for a trainee assistant, a Dr. Wilson, 
who had been qualified since 1942. She took many of his 
surgeries, paid routine visits to patients, and on occasion 
lived at the surgery premises and undertook night calls. 

Dr. Macllrath’s duty at Cane Hill included two days a 
week, when he was on call for the entire 24 hours. He had 
one day a week free, together with one afternoon, and on 
the other days his hours were from 9.30 or 10 to 5. At no 
time did he inform the executive council that he was in 
fact engaged in whole-time employment. In October, 1950, 


Dr. Wilson ceased to be employed as trainee, but she re- 
mained as an ordinary assistant until February, 1952. Some 
10 days after she had ceased to be a trainee Dr. Macllrath 
was appointed registrar at Cane Hill at a salary of £725 a 
year. During this period he had obtained the diploma in 
psychological medicine. On December 30, 1950, he wrote 
resigning from the medical list, the resignation to be effec- 
tive on March 31, 1951, but later he wrote again asking 
that his resignation be held back for the time being. 

Dr. Alexander Walk, of Cane Hill Hospital, said that 
Dr. Macllrath was engaged as a junior medical officer in 
August, 1949 ; in October, 1950, he was appointed registrar, 
and in June, 1951, senior registrar. He was unaware that 
Dr. Macllrath had a general practice, but he knew that 
while he was at the hospital he was studying for the D.P.M. 
He carried out his duties at the hospital zealously and 
conscientiously. He agreed that there was no document 
setting out his precise hours of duty, and certainly on some 
days he might well complete his work by 1 p.m. 

Dr. Martha Wilson gave evidence as to her employment 
for 11 months as trainee assistant and afterwards as regular 
assistant in this practice. She said that Dr. Macllrath nor-. 
mally left home shortly before 9 a.m., but she agreed that 
she often saw patients with him and there was constant 
discussion about time-tables, appointments, and matters of’ 
that sort. She could not recall a single occasion on which 
a patient had wanted to see the doctor and had not been, 
able to do so. 

The Defence 


Dr. Macllrath, who said that he was 47 years of age, 
declared that his purpose in taking an assistant was that 
he might be freed to further his studies in psychological 
medicine, which he hoped to incorporate in his general 
practice. Any financial advantage from having two jobs 
had never occurred to him. In fact he lost money by this. 
arrangement, because he paid Dr. Wilson £1,000 a year, in 
addition to her subsistence and superannuation insurance. 
He knew only vaguely of the trainee grant, and he did not 
make application for it until Dr. Wilson entered his service. 
He had understood at this time that his job at Cane Hill 
was only a temporary one. The two days a week of 24. 
hours’ duty which it involved were never consecutive except 
occasionally at the week-end: On the other days he arrived 
before 10 a.m., and normally, by working exceedingly hard, 
he was able to leave after lunch. No duty was left undone. 
He really devoted a great deal of time to his practice, which 
was a compact one. In whatever manner he had trans- 
gressed the regulations, for which he expressed regret, there. 
was no evidence that a single patient had suffered because; 


of it. 
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In cross-examination he said that he at first decided, on 
becoming registrar at Cane Hill, to send in his resignation 
from the medical list, but he afterwards thought better of 
this and decided not to give up the relative security of 
general practice. He had hoped that, staying a little longer 
at the hospital, and having got the D.P.M., he could take 
certain part-time appointments and continue with his 
general practice. He repeated that he had embarked on 
the double venture without thought of financial profit. 
Indeed, he would have been £700 better off if he had stuck 
to his general practice. He added that he had appeared 
before the Services Committee and the Tribunal, which 
recommended the removal of his name from the medical 
list. 
He agreed that he was employing an assistant who had 
small experience of general practice, but he was in close 
touch with his patients, was available at any time by tele- 
phone, and always ready to see patients who wanted to see 
him or whom his assistant wanted him to see. At the time 
it had seemed to him sufficient that he was giving her train- 
ing, though he realized now that more was required of him. 

Dr. R. H. R. Hartley, of Wimpole Street, said that he 
had seen a number of cases referred from this practice, 
and there was never a case with which Dr. Macllrath was 
not familiar. Dr. John Michael Loftus, of Lewisham, also 
gave testimony as to Dr. Macllrath’s conscientiousness as 
a doctor. A letter was read from Dr. A. G. Duncan, of 
Colchester, testifying to the care and ability with which he 
had discharged his duties in hospital there, and other testi- 


monials were put in. 


Postponement of Judgment 


After the Committee had considered the case in camera 
the Chairman announced that the facts alleged had been 
proved to their satisfaction, and the proved facts were not 
insufficient to support a finding of infamous conduct in a 
professional respect. Such a case gave the Committee occa- 
sion for grave concern. After careful consideration of the 
circumstances, however, and in view of the assurances which 
Dr. Macllrath had given, the Committee had decided to 
offer him the opportunity of implementing those assurances 
by postponing their judgment for two years, until Novem- 
ber, 1955, but Dr. Macllrath would be expected to attend 
before them also at the November, 1954, session, with testi- 
monials from his professional brethren as to his conduct in 


the interval. 


WITHHOLDING OF SPECIALIST’S FEE 


The Committee considered the case of Oscar Drexler, 
registered as of Grosvenor Square, London, M.D. New 
York U., 1929, who appeared on the charge that having 
recommended an obstetrician to a patient who had con- 
sulted him and who had entrusted him with the sum of 
£65 to reimburse the obstetrician ‘for his professional ser- 
vices, he wrongfully retained the sum in his possession. 

The solicitor to the Council stated that in June, 1952, 
Dr. Drexler was consulted by a Mr. Nowak on behalf of 
his wife and recommended the services of Mr. Ian Mac- 
gilchrist Jackson, F.R.C.S., of Harley Street. Mr. Nowak, 
after some discussion about the fee, thereupon entrusted 
him with £65 to pay to Mr. Jackson for professional ser- 
vices which Mr. Jackson rendered over a period of six 
months, but notwithstanding repeated requests, and the issue 
and service of a writ, he did not pay the sum to Mr. Jackson 
or return it to Mr. Nowak until proceedings were begun 
before the General Medical Council. Dr. Drexler had sug- 
gested that Mr. Jackson should share some part of the fee, 
but Mr. Jackson did not agree and said that if Dr. Drexler 
wanted additional payment he should approach Mr. Nowak. 
Evidence by Mr. Nowak, taken on commission, was read, 
in which he stated that in the middle of 1952 he handed to 
Dr. Drexler thirteen £5 notes, which he understood was the 
specialist’s fee. 

Mr. Ian Macgilchrist Jackson gave evidence. He said 
that he had been associated with Dr. Drexler in a number 


of cases during the last four or five years. With regard to 
this case Dr. Drexler rang him up and suggested that he 
should pay him £5 or £10, but he did not agree. He did 
not know at the time that Mr. Nowak had already paid 
the fee; this information reached him after he had sent 
Mr. Nowak an account rendered ; he thereupon communi- 
cated with Dr. Drexler, and, as far as he remembered, 
received no reply. 

Dr. Drexler, in the witness-box, said that the delay in 
handing over the money had been due to the pressure of 
circumstances, temporary financial and domestic difficulties. 
This was one of the matters which in the stress of events 
he had neglected. Mr. Norman Richards, defending, said 
that never at any time did Dr. Drexler intend to keep the 
money. The delay was due simply to temporary difficulties. 
He would have thought it purely a matter of civil liability. 

The Committee found the facts insufficient to support 
the charge and dismissed the case. 


ALLEGED FRAUD ON EXECUTIVE COUNCIL 


The Committee next considered the case of John Joseph 
Flanigan, registered as of Coatbridge, Lanarks, M.B., Ch.B. 
1947, who appeared following a conviction in the Sheriff 
Court of Lanarkshire at Airdrie on August 3, 1953. It was 
charged against him that h had caused to be posted to the 
executive council maternity medical service claim forms for 
services rendered by him in respect of the confinements of 
25 women in which he had pretended that an anaesthetic 
had been administered by another doctor. In this way he 
had obtained and appropriated for himself additional fees 
of £1 15s. in respect of each of the confinements. He had 
been sentenced to 60 days’ imprisonment, for which on 
appeal a fine of £25 was substituted, with the alternative 
of three months’ imprisonment. 

On behalf of Dr. Flanigan, Mr. J. Wheatley urged that 
although admittedly he had been in error it was negligent 
conduct rather than fraud. The amount of money con- 
cerned over a period of 15 months was £43 15s. Dr. 
Flanigan at this time was involved in a great deal of extra 
work and worry resulting from an unhappy relationship 
which had developed in his partnership. There were no 
previous complaints against him, and testimonials were 
forthcoming from all sections of the community as to the 
energy with which he carried out his professional duties, 
and stating that his removal from practice even for a short 
time would cause great hardship and inconvenience in an 
already under-doctored area. He was a young man and 
had sacrificed much to enable him to qualify and buy his 
partnership. 

The Chairman said that the Committee had found the 
conviction proved, but they were prepared to take into 
consideration certain assurances which Dr. Flanigan had 
given as to his future conduct and had accordingly post- 
poned judgment for one year, until November, 1954, when 
he would be required to appear, and testimonials would be 
expected on his behalf. 


DRUG OFFENCES 


The Committee considered a charge against Joseph Hirsch- 
mann, registered as of Maida Vale, London, M.B., B.Ch. 
1920, U.Dubl., who had been convicted on April 21, 1953, 
of three offences, two of procuring and one of attempting 
to procure from a firm of chemists certain ampoules of 
pethidine contrary to the Dangerous Drugs Act and Regula- 
tions. On each of the three offences he had been fined £50 
and ordered to pay £5 5s. for special costs and 15s. for 
court costs. 

The Council’s solicitor stated that following a conviction 
in 1936 of failing to keep a proper register of dangerous 
drugs Dr. Hirschmann’s authorization was withdrawn by 
the Home Secretary and had never been restored. When 
dangerous drugs were wanted another doctor who had the 
necessary authority furnished the prescription. At the time 
of Dr. Hirschmann’s conviction in 1936 pethidine was not 
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on the list of dangerous drugs; it was added in 1947, so 
that until then Dr. Hirschmann was able lawfully to obtain 
this drug, which he wanted for his maternity patients. 

In defence of Dr. Hirschmann his counsel, Mr. F. P. 
Neill, stated that this was not a case of a man deliberately 
flouting authority. In his own view the withdrawal of his 
authorization in 1936 related only to the drugs and prepara- 
tions to which Part III of the Dangerous Drugs Act, 1920, 
then applied. Pethidine was not included. Dr. Hirschmann 
continued to use this drug as he had always done in the 
bona fide belief that he was entitled to do so. It was also 
pointed out on his behalf that any midwife was allowed to 
prescribe and administer this drug, so that the anomalous 
position arose whereby a midwife could do what this doctor 
could not do. Dr. Hirschmann, who was a steady general 
practitioner, had ordered these drugs quite openly and there 
was no suggestion of improper use. 

The Chairman asked whether he had prescribed these 
drugs for addicts, and was informed that he had never 
done so. 

The Committee found the conviction proved, but post- 
poned judgment for one year. 


ALLEGED IMPORTUNING 


The Committee considered the case of Ratan Noshirwan 
Bulsara, registered as care of the Bank of India, M.B., B.S. 
1945, U. Bombay, who had been convicted at the West 
London Court of the offence of persistently importuning 
male persons at South Kensington station, and had been 
fined £25. Two police officers gave evidence as to what 
they had observed of Dr. Bulsara’s actions in a public 
lavatory. 

Mr. Leigh Taylor, of Hempsons, solicitors, defended 
Dr. Bulsara, who gave evidence on his own behalf strongly 
denying the offence. He said that he had been in England 
since 1947 and had previously practised ophthalmology in 
India. He was afflicted by a proptosis of the eyelid which 
had been interpreted by the police officers as winking. 

The Legal Assessor (Mr. C. P. Harvey, Q.C.) objected to 
this evidence, saying that it had presumably been given in 
the magistrate’s court and had been disbelieved. 

Mr. Leigh Taylor contended that he had just as much 
right as the Council’s solicitor to tender evidence, even 
though there had been a conviction. 

The Legal Assessor said that he could only advise the 
Committee to disregard it. 

Dr. Bulsara said that he had never been in any sort of 
trouble before. He was not legally represented in the 
magistrate’s court ; his reason for not appealing was to avoid 
publicity. 

Evidence bearing out his statement was given by 
Dr. K. A. Anklesaria, of Walthamstow, and by the wife of 
the respondent, herself a medical woman. 

The Committee found the conviction proved, but were 
prepared to believe that the event was an isolated one, and 
postponed judgment for one year. 


OTHER CHARGES ARISING FROM CONVICTIONS 


A series of cases were considered by the Committee aris- 
ing out of convictions of driving a car when under the 
influence of drink. James William Hay, registered as of 
Spencer Street, Carlisle, appeared after conviction at 
Carlisle on June 15, 1953, of driving a motor-car when 
under the influence of drink or drugs to such an extent as 
to be incapable of proper control of the vehicle. The Com- 
mittee was reminded that Dr. Hay had previously appeared 
before it in 1951 on similar charges. Mr. J. Bradburn, 
counsel, pleaded that his client had been suffering from 
illness and had also been worried about partnership diffi- 
culties which had been the subject of an arbitration. He 
was now, thanks to treatment, a changed man. _ Testi- 
monials and certificates were put in. The Committee viewed 
the additional misdemeanour with grave concern, but, in 


order to give the practitioner a further opportunity, post- 
poned judgment until November, 1954. 

William Francis Hirsch Coulthard, registered as of 
Aspatria, Carlisle, appeared following a conviction at 
Cumberland Quarter Sessions on September 23 of being in 
charge of a motor vehicle whilst under the influence of 
drink. He had been sentenced to three months’ imprison- 
ment and disqualified for holding a driving licence for 12 
months. Dr. Coulthard was defended by Mr. E. B. 
McLellan, instructed by Le Brasseur and Oakley on behalf 
of the Medical Protection Society. This also was a second 
appearance, the first having been in 1946. The Chairman 
said that the Committee took a serious view of this lapse, 
but postponed judgment for 12 months. 

The next case was that of Hugh Rinn, registered as of 
Dudley Road, Birmingham, who had been convicted at 
Birmingham in 1947 and again in 1953 of driving a car 
whilst under the influence of drink. On the first occasion 
he had been fined £10 and on the second, £50. Defending 
counsel (Mr. J. C. Leonard) stated that Dr. Rinn at the 
time of the second conviction was suffering from melan- 
cholia following virus pneumonia. The Committee post- 
poned judgment for one year. 

Gerald Niall Monaghan, registered as of Albert Road, 
Dublin, appeared following a conviction at Shrewsbury 
Assizes in June, 1953, of five offences of obtaining credit 
for various sums whilst being a bankrupt, and of one offence 
of engaging in trade whilst a bankrupt. His counsel, Mr. 
Norman Richards, made a plea on his behalf and said that 
he fully realized the stupidity of his conduct. Certain testi- 
monials were put in. The Chairman said that this was a 
disgraceful position for a professional man, but to give 
him a new opportunity the Committee would postpone 
judgment for one year. 


CASES PREVIOUSLY POSTPONED 


In a number of cases, at previous sessions of the Com- 
mittee, convictions had been found proved, but judgment 
had been postponed until the present session, and the practi- 
tioners again appeared before the Committee. 

The following practitioners, against whom a conviction 
or convictions of misdemeanours had been found proved at 
earlier sessions, appeared before the Committee, and testi- 
monials were read in their favour, and in each case the 
Committee, in view of the testimony, decided not to instruct 
the Registrar to erase the name, and thus closed the case: 
James Watson Richmond, registered as of Kelty, Fife; 
William Pitt, registered as of Sutton Coldfield; Gerald 
Francis Adye-Curran, registered as of c/o a Liverpool firm ; 
Archer Wilson Dunn, registered as of Nethergate, Dundee. 

In the case of Patrick Kennedy, registered as of East 
Dulwich Road, S.E., against whom certain convictions for 
drunkenness had been found proved, and who came up with- 
out any testimonials, stating that he had done only a little 
work as locumtenent since he was last before the Com- 
mittee, the Committee postponed judgment for a further 
six months in the hope that certain treatment which Dr. 
Kennedy was receiving would prove of benefit. 

In the case of Patrick Joseph Conlin, registered as of 
Ferndale, Glamorgan, against whom a further conviction 
of being in charge of a motor-car whilst under the influence 
of drink had been recorded since he was first before the 
Council, the Committee again postponed judgment for a 
period of twelve months. 


RESTORATION 


The Committee sitting in public heard three applications 
for the restoration of names previously erased, but granted 
only one of them, that of Stewart Quarterman Servanté. 
Dr. Servanté’s name had been erased, following a convic- 
tion, in 1940. He was now said to be working as a fitter. 

In the course of a three-day session the Committee heard 
17 cases ; in no case did they find it necessary to proceed 
to erasure. 
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CENTRAL CONSULTANTS AND SPECIALISTS 
COMMITTEE (SCOTLAND) 


ANNUAL REPORT 

The report of the Central Consultants and Specialists Com- 
mittee (Scotland) for the period October 1, 1952, to Octo- 
ber 1, 1953, has now been published. Dr. J. G. M. Hamil- 
ton was re-elected chairman of the Committee and Dr. A. 
Smith was elected deputy chairman. The following mem- 
bers represented the Committee on the Central Consultants 
and Specialists Committee: D. M. F. Batty, I. D. Easton, 
D. M. Hart, A. H. Imrie, A. Lyall, J. C. Macarthur, R. M. 
Murray-Lyon, J. Ronald, and R. de Soldenhoff. The Com- 
mittee’s representatives on the Scottish Joint Committee 
were: J. G. Hamilton, A. H. Imrie, A. Lyall, and H. 
MacLennan. 


Conference of Chairmen and Honorary Secretaries of 
Regional Committees 

A conference of the chairmen and honorary secretaries 
of the regional consultants and specialists committees in 
Scotland was held in B.M.A. Scottish House, Edinburgh, 
on April 15, 1953, under the chairmanship of Dr. J. G. M. 
Hamilton. The following items were discussed: methods 
of election to regional committees; hospital staff com- 
mittees; term of office on regional committees; repre- 
sentatives on Central Consultants and Specialists Com- 
mittee (Scotland) ; and liaison between regional committees 
and regional hospital boards. There was a frank exchange 
of views, and the conference proved useful and informative. 


Terms of Reference of the U.K. Joint Consultants 
Committee 

The terms of reference of the Joint Consultants Com- 
mittee have been altered to read: “To negotiate with the 
Ministry of Health and the Department of Health for Scot- 
land on all matters concerning consultant and hospital prac- 
tice other than those within the scope of Committee ‘B’ of 
the Medical Whitley Council.” 

The chairman of the Central Consultants and Specialists 
Committee (Scotland) has asked, on behalf of the Com- 
mittee, that the Joint Consultants Committee be requested 
to amend the terms of reference yet further to read: “To 
negotiate with the Ministry of Health and, through the 
Scottish Joint Committee, with the Department of Health 


for Scotland. .. .” 


Review of S.H.M.O.s 

At the request of the Scottish Joint Committee, the 
Department of Health has now undertaken “ (a) a final 
review of the professional status of senior hospital medical 
officers ; and (b) a review of posts designated as S.H.M.O. 
posts to determine whether they are in fact properly graded 
as such, having regard to the duties devolving on them and 
the facilities associated with them.” In connexion with 
(a) the review of S.H.M.O.s covers all employed in this 
grade by the regional hospital boards at March 31, 1953, 
who wish to be so included. The purpose of the review is 
to pick out those who have since their original grading or 
appointment achieved consultant status. This particular 
review is not concerned with the redesignation of posts, and 
any decision to accord consultant status does not carry with 
it the right to be reclassified or paid as a consultant unless 
the post held is itself upgraded by review (b). 

The review of the professional status of individual 
S.H.M.O.s will be undertaken by a committee consisting 
of three specialists nominated by the Secretary of State, 
and two specialists nominated by the regional board con- 
cerned, one of whom will be a permanent member while 
the other will be drawn from a panel covering the various 
specialties under review. 


After consultation with the Scottish Joint Committee, the 
Secretary of State has invited the following to act on the 
review committee: Dr. John Marshall (ophthalmologist). 
Glasgow; Dr. C. W. Clayson (chest physician), Loch- 
maben; and Professor J. Young (pathologist), Aberdeen. 
The regional consultant and specialists committees have 
been asked to submit the names of consultants to form a 
panel in their respective areas. 


Senior Registrar and Registrar Appointments 
The Committee recommended to the Scottish Joint Com- 
mittee that a senior registrar or registrar should be per- 
mitted to apply for his own appointment or any other 
appointment in the same grade, and should be considered 
by the appointing authority on equal terms with the other 
applicants. This arrangement is now in operation. 


Legal Responsibilities of Hospital Authorities 

The chairman’s subcommittee has considered the implica- 
tions of Section 70 of the N.H.S. (Scotland) Act, 1947, in so 
far as it affects the relationship between the regional hos- 
pital boards and the hospital medical staff. At present 
under Scots law actions for damages against hospital 
authorities in respect of treatment carried out by their 
medical staffs have been held to be incompetent. It is, 
however, considered probable that appeal to the House of 
Lords in such cases might alter this position, because of 
the provisions of Section 70 of the Act. The possible conse- 
quences of such a change on the relationship of the medi- 
cal staff to the hospital authority could be very serious. 
The subcommittee is continuing to give consideration to 
this extremely complex problem. 


Fees for X-ray Examination of Emigrants 

Following further representations to the Department of 
Health for Scotland that the fees to be charged for the 
x-ray examination of intending emigrants were outside the 
N.H.S., the Department notified the regional hospital boards 
that the fee for such examinations need not necessarily ve 
limited to one and a half guineas, though it had been agreed 
with the B.M.A. that the maximum charge should be two 
guineas. The honorary secretaries of the regional consul- 
tants and specialists committees were sent a copy of the 
Department’s letter to the boards in order that they might 
convey the information in it to the radiologists in the 
regions. 


Membership of Regional Hospital Boards and Boards of 
Management 

The attention of the Committee has been drawn to the 
infrequent appointment to regional hospital boards and 
boards of management of the profession’s own nominees. 
The Scottish Committee of the B.M.A. has already made 
representations to the Department of Health in connexion 
with the membership of regional hospital boards. The 
Central Consultants and Specialists Committee (Scotland) 
is continuing to examine the position with regard to member- 
ship of boards of management. 





SUBCOMMITTEES AT WORK 
A WELCOME TO HOSPITAL 
The Central Consultants and Specialists Committee at its 
meeting on December 3 received reports from two of 
its subcommittees—one the Hospital Junior Staffing, and 
the other the Public and Professional Relations. Recent 
discussions in the latter subcommittee have centred in 
the possibilities of familiarizing the public with the work of 
the hospitals and overcoming the apprehensions of patients. 
The subcommittee has also considered what could be done 
to welcome the general practitioner when he visits his 
patients in hospital. 


Junior Staff of Hospitals 


The Hospital Junior Staffing Subcommittee is attempting 
to find immediate palliatives and long-term solutions of a 
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This subcommittee is not concerned so much with the actual 
standards to be laid down for drivers of various forms of 
transport as with the strict application of such standards, 
with emphasis on such things as frequency of examination. 
The Occupational Health Committee will be considering a 
report from this subcommittee at its next meeting. 


very urgent situation which has arisen in many hospitals 
from difficulties in filling junior staff posts. At present great 
difficulties are being experienced in finding men to under- 
take the routine junior work of the hospitals. The sub- 
committee is making some immediate suggestions and will 
continue to ‘study the problem. 


Industrial Injuries 


Public Transport Drivers 
Another subcommittee of the Occupational Health Com- 


Another subcommittee presenting a report shortly is a sub- 
committee of the Occupational Health Committee which mittee is preparing evidence on behalf of the Association 


has been considering for several months the whole question to put before the Beney Committee, which is reviewing the 
of medical standards as related to safety in public transport. Industrial Injuries Act. 








THE MEDICAL WAR RELIEF FUND 
ANNUAL REPORT FOR THE YEAR 1952-3 


or university fees or the purchase of school outfits of chil- 
dren whose fathers were killed in the war. Assistance given 
in other cases has been for maintenance of dependants, 
settlement of outstanding debts of doctors who had suffered 
financial hardship as a direct result of the war, together 
with immediate grants to meet sudden emergencies. 


The committee of the Medical War Relief Fund at a meet- 
ing at B.M.A. House on November 17, 1953, received and 
approved a report prepared by the Distribution Subcom- 
mittee on the work of the subcommittee during the twelve 
months from September 1, 1952, to August 31, 1953. The 
report showed that 41 awards amounting to £2,057 6s. 5d. 
had been given and loans amounting to £233 Os. 9d. had ° 
been refunded. Work to be Done 


ae The audited statement of ts for th ded 
; , ‘ ea me n 

The largest gift paid out during the year — that of £500 August 31, 1953, + need eee The ‘cates 

to the Australian War Relief Fund. The Distribution Sub- remaining in the Fund is just over £13,000, but it is appar- 

committee heard that this Fund was in need of assistance ent that the calls on the Fund, particularly for educational 
to deal with certain urgent cases, and, bearing in mind the ill ti 

; - - purposes, will continue. 

great kindness and generosity of the Federal Council of The committee wishes again to express its gratitude to 

the British Medical Association in Australia, it was with the many benevolent funds for their invaluable help, advice, 

much pleasure that the subcommittee were able to forward ang co-operation; to Mr. E. C. Pennefather, secretary of 


this gift to their Australian colleagues. the Distribution Subcommittee, for his most efficient ser- 
Education G vices ; and to Messrs. Price, Waterhouse and Company for 
ucation Grants the continued assistance they have given as honorary 


As in previous years education grants were in the majority, auditors. 
15 widows having been helped with the payment of school 


STATEMENT OF ACCOUNTS FOR — YEAR ENDED AUGUST 31, 1953 
cae £86 86 2 a2. 4 


E. A. Grecc, Chairman. 


To Balance Brought Forward at September 1, 1952 
(Excluding Loans): By Loans Advanced during Year .. 550 0 0 
Investments f £ ac £ ae €£€ «& @ | - (including £1 “ao 10s. 8d. 
£2,500 3% Savings Bonds, be administered by the 
1955/65 - ae 8 © Royal Medical Benevolent 
— 3% Savings “Bonds, Fund) .. ae iis - aa 6 $ 
. 9,985 18 9 | Less : Amounts refunded a 223 0 9 
500° yo od National "Savings ——————- 2,284 5 8 
Certificates .. = 375 0 0 ——— ee 
—————— 12,860 18 9 2,834 5 8 
Balance at bank on current account .. 698 1 0 Less ; Repayment of loans during year .. 749 4 0 
Petty cash in hand .. - 16 3 2,085 1 8 
——_——_———_. , Petty Cash Expenditure 5 
13,559 16 0 ;, Honorarium to Secretary of Distribution 
Less; Creditor for amount | on Subcommittee 200 0 O 
refund of loan ne A 10 0 , Loss on Sale of £1,300 24 4 Savings Bonds . 208 6 0 
13,549 16 0O Less: Surplus on Surrender of 500 units 
»» Interest on Investments ‘a mn 308 15 0 National Savings Certificates 5 165 18 4 
Nore: Since the inception of the Fund — 42.7 8 
to the total of £19,924 have been voted: of ” Balarge See Sat & cages M, ee 
this sum £4,158 i0s. was repaid prior to In rast a “Ye ans) 
August 31, 1953, and loans amounting to £2,500 3° 3% s Senta 
£1,650 have been written off following 1955/6 oe ae 2,500 0 0 
the death of the borrowers. £8, 700 21% Savings Bonds, 
.. 8,685 18 9 
| 11,185 18 9 
(Market Value at August 31, 
1953—£10,199) 
| Balance at bank on current account .. as | . 11 
Petty cash in hand - 4 il 
12,585 2 7 
Less: Creditors: 
| For amount overpaid on 
refund ofloan .. > 10 0 0 
For proportion of honor- 
arium unpaid... ‘ 50 0 0 P 
0938 2 7 
£13,858 11 O | £13,858 11 0 


We have examined the foregoing statement with the books and vouchers of the Fund and have found it to be in accordance 
therewith. We have not obtained independent confirmation of the balances of the various loans outstanding, amounting in total 
at August 31, 1953, to £14,115 10s 

PrIcE, WATERHOUSE & Co., 
Chartered Accountants, 


October, 1953. Honorary Auditors. 
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LIVERPOOL LOCAL MEDICAL COMMITTEE 
BULLETIN 


NOVEMBER ISSUE 


From time to time since July, 1951, the Liverpool Local 
Medical Committee has circulated a news letter to general 
practitioners on the list of the Liverpool Executive Council. 
Its object has been to give information on matters of interest 
occurring in the Health Service in general and in the Liver- 
pool area in particular. The latest issue, dated November, 
1953, appears in new form as a printed booklet with the 
title of Liverpool Local Medical Committee Bulletin. Dr. 
C. W. Warner is the editor, and on the editorial board are 
Drs. P. J. Gibbons, T. A. Jermy, I. Richmond, and A. W. G. 
Cumming. 
Domiciliary Visits 

The Bulletin reports what it calls “some rather remark- 
able figures” about domiciliary visits in the local region. 
According to the Bulletin, the national average for domi- 
ciliary visits in 1952 was 41.2 per 10,000 population. The 
average for the Liverpool region was 65.6 per 10,000 popu- 
lation. During one quarter the total number of claims for 
patients in Liverpool and Huyton was 1,460, which gives 
an average of four calls per general practitioner on the 
basis of 360 general practitioners on the Liverpool Executive 
Council’s list. During that quarter three practitioners each 
made over 40 calls on the domiciliary service. Six more 
general practitioners made between 20 and 40 calls. These 
nine general practitioners have between them been respon- 
sible for one-fifth—that is, about 300—of the total number 
of calls analysed. 


Maternity Services Co-operation 


The medical officer of health for Liverpool, Professor 
A. B. Semple, has arranged for midwives always to inform 
the patient’s doctor when they book a domiciliary confine- 
ment. In order to complete the tie-up, Professor Semple 
has also asked that doctors should notify him when patients 
book them for confinements. A simple form has been 
devised for the purpose of exchange of information, and 
has been sent to all midwives and doctors. 








MONETARY PRESENT TO DOCTOR 

An executive council, in agreement with its medical service 
committee, found that the sum of £2 received by a practi- 
tioner from a patient about Christmas time was not a pay- 
ment in respect of services rendered under the National 
Health Service Acts, and that a book of stamps, also sent 
by the patient, was in respect of postage to her of private 
certificates and repeat prescriptions. 





Notes and News 








Hospitality Wanted.—One of the doctors attached to the 
Foreign Colonies Hospital in Barcelona is coming to London 
in 1954 and will study in one of the London hospitals for 
six weeks. He would like to live in a British medical home 
during this period, and also practise his English. In return, 
he offers hospitality in Barcelona later. Anyone interested 
should write to Dr. H. A. Sandiford, International Medical 
Visitors Bureau, B.M.A. House, Tavistock Square, London, 
W.C.1. 

Honesty the Best Policy.—The advertisers of a certain 
drug circulated the following extract from a newspaper 
report of a coroner’s findings: “I am also satisfied that 
the history of the drug is notably free from fatalities, and 
even the inquiries of a very authoritative forensic expert re- 
vealed only a handful of non-fatal cases over a considerable 
number of years.” 


MEDICAL SCHOOLS OF EIRE 


AMERICAN VISITORS’ REPORT 


Representatives of the American Medical Association’s 
Council on Medical Education and Hospitals, and a repre- 
sentative of the Association of American Medical Colleges, 
visited by invitation the five medical schools of Eire from 
August 31 to September 5, 1953. The invitations from indi- 
vidual schools that led to this visit were endorsed by the 
Council of the Irish Medical Association. 


International List 


The report of the American visitors is published in full 
in December’s issue of the Journal of the Irish Medical 
Association. According to the report, the purpose of this 
visit was to obtain a fuller understanding of medical educa- 
tion in Eire, with the idea that it could eventually lead to 
the inclusion of the Irish medical schools in the international 
list of medical schools which the two American organizations 
have been compiling over the last four years. By law, 
licensing boards in the United States must satisfy themselves 
that doctors trained in other countries who seek to practise 
in the United States have pursued a course of medical 
education comparable in all essentials with the courses 
offered by the recognized medical schools of the United 
States. 

Comparability 

The American organizations were concerned essentially 
with the factor of comparability. It was not within their 
province to pass judgment on the quality of medical educa- 
tion in other countries. The visitors made it clear that, 
although they might not be able to include a medical school 
of another country on their list because its programme dif- 
fered from the customary programmes in the United States, 
this did not mean that the school in question was not offering 
a high order of medical education. 


Conclusion 


The report points out that the task of comparing medical 
education in Eire with that of the American medical schools 
was particularly difficult because the Irish medical schools 
have recently entered on an important stage of transition, 
the results of which “ cannot be clearly perceived.” But it 
goes on to say that “it is abundantly clear that a vigorous 
spirit pervades medical education in Eire and that, while 
preserving its great traditions, Irish medical education has 
entered an important period of transition in keeping with 
modern trends in medical education throughout the world. 
The American visitors have been impressed by this movement 
and have appreciated the opportunity to observe it at close 
hand. As indicated in this brief report, however, it would 
be premature at this time to attempt an appraisal, much as 
this is desired by the Irish medical schools and much as we 
would like to arrive at such an appraisal.” 

The report is signed by H. G. Weiskotten, M.D., Victor 


. Johnson, M.D., Donald G. Anderson, M.D., and Dean F. 


Smiley, M.D. 








MEDICAL EDUCATION IN THE EAST 


The Governments of Malaya and Singapore have appointed 
a committee “to inquire into the future needs of university 
medical education, inclutting education in dentistry and phar- 
macy, in Singapore, the Federation of Malaya, and Borneo, 
and to advise on the provision and siting of the facilities 
necessary to meet those needs.” 

The chairman of the committee is Sir David Lindsay Keir, 
Master of Balliol College, Oxford, and the other members 


are Professor J. H. Biggart, of Queen’s University, Belfast,. 


and Professor T. P. Kilner, Nuffield Professor of Plastic 
Surgery, Oxford. 
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WAVERLEY COMMITTEE 


The members of the Governmental committee set up under 
the chairmanship of Lord Waverley to review the arrange- 
ments for providing the medical and dental services of the 
armed Forces are as follows : Sir Harold Boldero, Mr. S. R. 
Dennison, Sir Thomas Gardiner, Sir Arthur Porritt, and 
General Sir James Steele. Sir Harold Boldero and Sir 
Arthur Porritt are the medical members of the committee. 


B.M.A. Evidence Committee 


The Council of the British Medical Association has 
appointed a special committee to prepare a memorandum 
of evidence for the Waverley Committee. The members 
of the special committee are: the Chairman of Council, 
Dr. J. C. Arthur, Major J. P. Baird, Surgeon Rear-Admiral 
O. D. Brownfield, Lieutenant-Colonel H. D. Chalke (T.A.), 
Dr. W. E. Dornan, Major-General J. C. A. Dowse, Dr. Annis 
Gillie, Dr. F. Gray, Dr. T. Rowland Hill, Lord Horder, 
Dr. D. F. Hutchinson, Dr. W. M. Knox, Surgeon Captain 
A. A. Pomfret, Dr. A. Talbot Rogers, Air Vice-Marshal 
Sir Alan Rook, Dr. A. H. Weston, and Group-Captain F. L. 
White. 








THE PRESIDENT’S TOUR 


The President of the Association, Mr. J. W. Tudor Thomas, 
is to visit the Borneo, Ceylon, Hong Kong, Malaya, and 
Middle East Branches in March and April, 1954, on behalf 
of the Council. The President, who will be accompanied 
by Mrs. Tudor Thomas, is expected to leave Britain on 
March 9 and to return on April 24. 





Correspondence 








Grading of S.H.M.O.s 


Sir,—Dr. S. F. Logan Dahne (Supplement, November 14, 
p. 201) and Mr. L. Henry (Supplement, November 28, p. 213) 
have summarized the injustices and hardships of the S.H.M.O. 
grade. In some specialties most of the appointments adver- 
tised are in the consultant grade; in others, although the 
work and responsibilities are identical with full consultant 
status, the majority of the appointments are in the S.H.M.O. 
grade. The difference in status is not wholly professional. 
It is quite impossible for men in their middle forties to live 
except as “poor” relations. A boarding-school education 
for the children is out of the question, and one cannot even 
keep up a pretence of living on any comparable scale with 
one’s fellow and neighbour, the consultant. Even my long- 
suffering bank manager was in ignorance of the difference 
between colleagues doing virtually the same work. A holi- 
day for the family is out of the question now. A more 
serious aspect is the sense of complete frustration and lack 
of incentive. An efficient business executive can expect to 
achieve steady promotion and an improving income between 
the years of 45 and 55. 

The answer is surely a complete elimination of the iniqui- 
tous S.H.M.O. grade. If the work is not of full specialist 
status the post should be readvertised as a registrar one. 
There can still be higher grades of consultant, or five-yearly 
increments (as in the Services). Otherwise the standard of 
work, and hence specialization, will inevitably fall during 
the next ten years.—I am, etc., 


Cheltenham. 


J. B. W. HAYWARD. 


Injustice to S.H.M.O.s 


Sir.—Dr. Beryl L. Harrison’s letter (Supplement, Novem- 
ber 21, p. 206) has stimulated me to write on this subject. 

There are estimated to be 6,000 consultants and 1,500 
S.H.M.O.s, and as it is now over five years since the 
appointed day I think there is little hope of the original 
S.H.M.O.s being upgraded to consultant grade. An anaes- 
thetist S.H.M.O. is expected to anaesthetize every type of 


case, and does in practice do this, but his remuneration is 
approximately 63% of that received by a consultant when 
they are both maximum part-time on the maximum remun- 
eration, the difference being about £850 a year. The S.H.M.O. 
is forced by economic necessity still to carry on with a 
general practice. To my mind the S.H.M.O.s should press 
for their remuneration to be increased by 50%, so that they 
can devote their time to their specialty. 

The Central Consultants and Specialists Committee and 
the Regional Hospitals Consultants and Specialists Associa- 
tion are excellent bodies, but as they are represented mainly 
by consultants as advocates they cannot be expected to go 
all out for the S.H.M.O.s. To my mind, therefore, a separate 
S.H.M.O.s’ association should be formed, whose aim should 
be to press for proper remuneration for S.H.M.O.s in their 
work as specialists or, in other words, a Danckwerts award 
for S.H.M.O.s. We thank those who have already done their 
best for us, but I think the time is overdue for S.H.M.O.s 
to act collectively and not separately.—I am, etc., 

Blackburn. F. C. SIMPSON. 


Incontestable Extravagance 


Sir,—Have I come across the ultimate reductio ad 
absurdum in the drive for economy in prescribing, or can 
even this experience be capped by some other member of 
our long-suffering profession ? 

Prescribers’ Notes (Volume 1, No. 1) pointed out that one 
or two ounces of cotton-wool are adequate for many pur- 
poses. In May, 1952, the same entertaining official periodical 
drew our attention to the prescribing of cotton-wool, which 
it described as “ incontestably extravagant,” and mentioned 
“hospital quality” as an acceptable economical substitute 
for B.P.C. cotton-wool. On May 26, 1952, having, as I 
thought, imbibed my lesson properly, I prescribed cotton- 
wool (hospital), 2 oz., for a patient. Last week the script 
came back to the chemist marked “ disallowed.” I promptly 
wrote to the Pricing Committee to ask for an explanation, 
only to be told that at the date in question no 2-oz. pack of 
this quality was listed in the tariff. Like a conjurer pro- 
ducing a succulent bunny from a shining topper, the acting 
superintendent invited me to note that 1l-oz. and 2-o0z. packs 
of absorbent wool (hospital quality) are included in the 
Drug Tariff from July 1, 1953. ‘ 

Apparently I sinned in prescribing eight pennyworth 
rather than two bobsworth before the starter’s pistol gave 
the sign for me to go all out for economy.—I am, etc., 
DONALD M. O’CONNOR. 


Launceston, Cornwall. 


Service Recruitment 

Sir,—I have followed for months the correspondence in 
the Supplement from, or on behalf of, doctors performing 
duties under the National Service Act. It is doubtless a 
good thing for grievances and suggestions to be aired in 
the medical press, and many proposals and innovations adyo- 
cated are of a constructive nature. Especially so are those 
which try to solve the everlasting problem of the misuse 
of doctors in minor administrative duties. 

Taking the mass of letters as a whole, however, one thing 
strikes me as outstanding: the unwillingness of the young 
members of our profession, and of all professions, to carry 
out their duty in the armed Forces of our country. At least 
the great majority are employed working at their own pro- 
fession, and live in the officers’ mess, after having been 
permitted to complete their medical education. What about 
the mass of young National Service men who are pitchforked 
into the ranks of the Services, divorced from their training 
in whatever vocation they have chosen, employed in ways 
which will never be of material benefit to them in civil life, 
and with the satisfaction only of having performed a citizen’s 
duty ? Surely our young doctors have little cause for com- 
plaint.—I am, etc., 


Plymouth. CyriL F. MAYNE. 


Sir,—That my previous letter (Supplement, November 7, 
p. 190) has engendered a certain amount of heat does not 
in the least surprise me. I do deplore the criticism of senior 
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officers by Mr. W. J. Atkinson (Supplement, November 28, 
p. 213), which is not only unfair but substantially untrue. 
It must be rare for an officer, however senior or aged, to 
hold firm opinions on clinical matters without considerable 
experience. Furthermore, it must be remembered that the 
conditions under which the regular officer served before the 
last conflict allowed him to gain considerable clinical ex- 
perience outside his Service duties, particularly in India. 
Medical knowledge throughout the world is considerably 
in the debt of such officers, who have contributed so much 
to the medicine, surgery, and hygiene of the Tropics. His 
criticisms are also unfair, since those he criticizes are unable 
to descend into the cockpit of controversy. 

I wish that some of your readers would take a less per- 
sonal view of the problem and consider it from the point 
of view of those who have the responsibility for ensuring the 
appropriate medical welfare of the Service man and, also, 
the conservation of man-power. Because of the overriding 
military need for dispersion, it is inevitable that much of 
the medical officer’s time cannot be fully occupied in pro- 
fessional duties. Much of his time must be spent in stand- 
ing by to compete with emergencies which sometimes do 
not arise and, usually, only at infrequent intervals. To sug- 
gest that the medical officer should be free of all but purely 
professional duties, when his time cannot be fully so occu- 
pied, would produce a gross waste of man-power. 

Finally, I feel sure that this problem must be solved by our 
profession and this duty must be undertaken, even though 
irksome to the majority of members. Otherwise the re- 
sponsible Government departments will be no longer able 
to stand aside and some measure will be forced upon us 
much in the same way as occurred with the inception of the 
National Health Service.—I am, etc., 


London, W.1. Guy RiGBy-JONEs. 











Association Notices 


SIR CHARLES HASTINGS CLINICAL PRIZE 
ESSAY COMPETITION 


The Sir Charles Hastings Clinical Prize Essay Competition 
was established by the Association for the promotion of 
systematic observation, research, and record in general prac- 
tice. The Competition has been extended by the addition 
of a second prize known as the Charles Oliver Hawthorne 
Clinical Prize. The following are the regulations: governing 
the awards : 


(1) The Sir Charles Hastings Clinical Prize, consisting of a 
certificate and 50 guineas, will be awarded for the best essay 
submitted. 

(2) The Charles Oliver Hawthorne Clinical Prize, consisting 
of a certificate and 40 guineas, will be awarded for the second 
best essay submitted. 

(3) Any member of the Association who is engaged in genera! 
practice is eligible to compete for these Prizes. 

(4) The work submitted must include personal observations 
and experiences collected by the candidate in general practice, 
and a high order of excellence will be required. 'f no essay 
entered is of sufficient merit no award will be made. Candidates 
in their entries should confine their attention to their own obser- 
vations in practice rather than to comments on previously 
published work on the subject, though reference to current 
literature should not be omitted when it bears directly on their 
results, their interpretations, and their conclusions. It is sug- 
gested that essays should consist of from 3,000 to 10,000 words. 

(5) Essays, or whatever form the candidate desires his work 
to take, must be sent to the Secretary, British Medical Associa- 
tion, B.M.A. House, Tavistock Square, London, W.C.1, not later 
than December 31, 1953. 

(6) A prizewinner in any year is eligible for an award of either 
of the prizes in any subsequent year. A study or essay that has 
been published in the medical press or elsewhere will not be 
considered eligible for a prize, and a contribution offered in one 
year cannot be accepted in any subsequent year unless it includes 
evidence of further work. 

(7) If any question arises in reference to the eligibility of the 
candidate or the admissibility of his or her essay the decision 
of the Council on any such point shall be final. 


(8) Preliminary notice of entry for this competition is required, 
on a form of application to be obtained from the Secretary. 

(9) Each essay, which should be unsigned, must be typewritten 
or printed and accompanied by a note of the candidate’s name 
and address. 

(10) Inquiries relative to the prizes should be addressed to the 
Secretary. 


Diary of Central Meetings 


DECEMBER 


14 Mon. Central Consultants and Specialists Hospital 
Junior Staffing Subcommittee, 11.30 a.m. 


15 Tues. Joint Consultants Committee (at Royal Colle 
of Physicians of London, Pall Mall East, S.W.), 
10.30 a.m. (Date changed from December 8.) 

15 Tues. Working Party Subcommittee, Joint Consultants 
Committee and Ministry of Health (at Ministry 
of Health, 23, Savile Row, W.), 2.30 p.m. 
(Date changed from December 8.) 

16 Wed. Occupational Health Committee, 11 a.m. 

16 Wed. Office Committee, 11.15 a.m. 

16 Wed. Executive Subcommittee, Joint Formulary Com- 


mittee (at Pharmaceutical Society, 17, Blooms- 
bury Square, London, W.C.), 2 p.m. 

17 Thurs. G.M.S. Committee, 10.30 a.m. 

22 Tues. Waverley Evidence Committee, 11 a.m. 


JANUARY 
7 Thurs. Central Consultants and Specialists Committee 
Executive, 2.30 p.m. 
8 Fri. Industrial Injuries Evidence Subcommittee, 
Occupational Health Committee, 2 p.m. 
20 Wed. Rehabilitation Committee, 10.15 a.m. 


20 Wed. Transport Medical Standards Subcommittee, - 


Occupational Health Committee, 2.30 p.m. 


Branch and Division Meetings to be Held 


BRIGHTON AND Mip-Sussex Division.—At Hotel Metropole, 
Brighton, Friday, December 18, 8.30 p.m. to 1.30 a.m., B.M.A. 
annual ball. 

KENSINGTON AND HAMMERSMITH Division.—At Hammersmith 
Hospital, Ducane Road, W., Wednesday, December 16, 2 p.m., 
ward visits for general practitioners. 

LANCASTER Division.—At Grosvenor Hotel, Morecambe, 
Friday, December 18, 8.30 p.m. to 1.30 a.m., second annual ball. 

NortH MIpp.Lesex Division.—At North Middlesex Hospital, 
Silver Street, Edmonton, N., Tuesday, December 15, 2.30 p.m., 
practitioners’ round. 

REIGATE Division.—At Redhill County Hospital, Tuesday, 
December 15, 8.30 p.m., meeting. Dr. J. H. Cyriax: ‘“ Cervical 
Disk Lesions.” 

RocHDALE Division.—At Kingsway Hotel, Rochdale, Monday, 
December 14, 8.30 p.m., meeting. Discussion to be opened by 
Dr. J. Innes, Dr. Nora Mills, and Dr. T. P. O’Grady: ‘ Public 
Health in its Relationship with General Practice in Rochdale.”’ 

SHROPSHIRE AND Mip-WALEs BrANCH.—At Royal Salop Infirm- 
ary, Shrewsbury, Tuesday, December 15, 8.30 p.m., 78th annual 
general meeting. 

SouTtH StaFFs Diviston.—At Bell Library, Royal Hospital, 
Wolverhampton, Tuesday, December 15, 8.30 p.m., meeting. 

STRATFORD Division.—At Queen Mary’s Hospital, West Ham 
Lane, E., Tuesday, December 15, 9 p.m., meeting. Address by 
Dr. Alistair R. French (Secretary, Medical Protection Society): 
“Problems of Medical Litigation.” 

WaNDsworTH Division.—At St. James’ Hospital, Ouseley 
Road, Balham, S.W., Thursday, December 17, 8.30 p.m., meeting. 
Lecture by Dr. E. A. Miller: “ Fifty Years in General Practice 
in Wandsworth.” 

West DERBYSHIRE Division.—At Smedley’s Hydro, Matlock, 
Wednesday, December 16, 8.30 p.m., meeting. Lecture by Pro- 
fessor W. I. C. Morris. 


Meetings of Branches and Divisions 
CHELSEA AND FULHAM DIVISION 
A general meeting was held at Fulham Town Hall on October 
23, 1953. With Colonel W. Harnett in the chair, there were 11 
members present. Suggestions for future meetings during the 
winter were considered. 





Fellowship for Freedom in Medicine.—At the annual general 
meeting of the Fellowship for Freedom in Medicine the report of 
the Fellowship’s Private Practice Subcommittee was moved by the 
subcommittee’s honorary secretary, Dr. J. O. M. Rees, and not, 
as stated, by Dr. G. M. Goodwille (Supplement, November 28, 
p. 210). 
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The B.M.A. in Committee 








ITS PARISH THE WORLD 


It is 76 years since the first Overseas Branch of the British 
Medical Association was formed. Since then the Associa- 
tion has established itself all over that aggregrate of terri- 
tories which owe allegiance to the Crown. The first Branch 
was formed in Jamaica in 1877 and afterwards there ap- 
peared a quick succession of Branches in various parts of 
what is now called the British Commonwealth. A South 
Australian Branch was formed in 1879, one in British 
Guiana in 1883, the first Indian Branch in 1884, Ceylon in 
1887, the first African Branches in 1888, the first in the Far 
East in 1891, and so on. The Branches now range through 
the alphabet from Aden to Zanzibar. They are to be found 
in all the continents except North America. There are 
Branches in the Caribbean, in the Mediterranean, in the 
Malay archipelago, in Polynesia. Africa has fifteen 
Branches ; Australia has six; New Zealand is one Branch 
comprising seventeen Divisions. 

Originally there were Branches in Canada, the first of 
them in Halifax, Nova Scotia, in 1887, but since 1926 these 
have heen dissolved on the affiliation of the Canadian 
Medical Association with the British Medical Association. 
So close is this affiliation that in 1955 and again in 1959 the 
two Associations will hold joint Annual Meetings, in Canada 
under a Canadian president and in Great Britain under a 
British president. In the Union of South Africa also the 
South African Medical Association is affiliated with the 
B.M.A. 

The Overseas Committee 


At the Annual Meeting every year the overseas repre- 
sentatives attending are limelighted on two or three occasions, 
but it is not always remembered that there is at Headquarters 
an Overseas Committee which for many years under one 
name or another (until recently the Colonies and Depen- 
dencies Committee) has zealously looked after the interests 
of members of the Association abroad. The work of the 
Committee is mainly concerned with the Colonies and the 
protectorates. The corporate branches in the Dominions 
with their own excellent organization make little demand on 
Headquarters in London. 

The Overseas Committee includes members who them- 
selves have seen service overseas and have ties with the 
countries in which they served. They bring wisdom and 
experience to its deliberations. It is quite a small committee. 


In addition to the four chief officers of the Association, who 
are members ex officio, it consists of seven representatives 
of overseas constituencies elected by the democratic 
machinery of the Association and holding office for three 
years; two members appointed by the Council; two by 
the Representative Body, and one by the Organization Com- 
mittee ; and there is power to co-opt additional members 
for areas not otherwise represented. The grouping of over- 
seas constituencies for election of members to the Com- 
mittee is : Australia (two members) ; New Zealand and Fiji ; 
South-east Asia; Africa and the Middle East; the Carib- 
bean ; and the Irish Republic. 


Varied Agenda 


The agenda of a typical meeting (to take a recent example) 
may include consideration of disputes in Cyprus over pen- 
sionable salaries of specialists in Government employment ; 
working conditions of the medical profession in Malta ; the 
evidence to be given before the commission which is exam- 
ining Civil Service salaries and conditions in East Africa ; 
remuneration for medical services in certain African pro- 
tectorates ; the progress towards unification of Government 
medical services in the Caribbean; a proposal for a visit 
by a representative of the parent body to Branches in the 
Far East ; a demand for new salary scales in Borneo; an 
amendment of the Medical Registration Ordinance in Hong 
Kong; the question of private practice by Government 
doctors in the Seychelles ; security of tenure in the colonial 
research service, as well as such domestic matters as the 
method of representation of Overseas Branches in the Repre- 
sentative Body. All that in the programme of business for 
one meeting. 

Occasionally a large general question will arise, such as a 
proposal for the formation of a Commonwealth Civil Ser- 
vice, but in general the business of the Committee concerns 
one or other of the many congeries of communities in the 
British Commonwealth with their various forms of govern- 
ment, social customs, and standards of cultures, demanding 
knowledge and, if possible, personal experience of the parti- 
cular community. No sooner is a satisfactory adjustment 
made in one area than some difficulty arises in another. A 
question which in different forms is constantly presenting it- 
self is whether, a medical service in some part of the colonial 
world being unsatisfactory, the Association, acting against 
its traditions, should condone it and continue to recruit 
doctors for it, or should blacklist it, The question of un- 
qualified doctors in certain areas and of the sphere of those 
whom we in this country call medical auxiliaries comes 
forward in overseas territories much more acutely than it 
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does at home. The Committee has also to bear in mind 
the three Branches of the Association which are in foreign 
countries (Egypt, Sudan, and the Middle East), and those 
members abroad who are not attached to any Branch. 
The chairman of the Committee for some years past has 
been Mr. J. L. Gilks, and its secretary is Dr. E. Grey-Turner. 


International Relations Committee 


The British Commonwealth is itself a great experiment in 
international and inter-racial relations, but in recent years 
the Association has increasingly developed a world con- 
sciousness. Since the war the World Medical Association 
has come into existence, on the foundation of a much 
smaller and structurally looser body, the Association Pro- 
fessionnelle Internationale des Médecins, of which Dr. Alfred 
Cox, then secretary of the Association, was one of the 
founders. The World Medical Association is a body of 
great importance to each national medical association. It 
costs 100,000 dollars a year to run, and has a Bulletin which 
is published four times a year in three languages. 

For some years now an International Relations Com- 
mittee has functioned at Headquarters under the chairman- 
ship of Dr. J. A. Pridham. This constitutes an active link 
with the World Medical Association, and through it with 
the World Health Organization of the United Nations, 
arranging for attendance at assemblies abroad, participating 
in various international conferences, and entertaining foreign 
delegates when they come to this country. The International 
Relations Committee has also done all it can to enlist the 
interest of Government departments, especially the Foreign 
Office and the Commonwealth Relations Office, in the pro- 
motion of British medical ideas and methods abroad. The 
Committee, which consists in all of ahout twenty mem- 
bers, is the growing point of interest in the concerns of 
the medical profession in other countries where there is a 
common ethic and ideal, and on both sides there is much 
to be given and received. 








CENTRAL CONSULTANTS AND SPECIALISTS 
COMMITTEE 
GUILLEBAUD EVIDENCE 


An all-day meeting of the Central Consultants and Specialists 
Committee was held on December 3, with Dr. T. Rowland 
Hill in the chair. A full programme of business awaited 
the Committee, with as many as 10 lengthy documents to 
consider, and 32 items on the agenda, some cf which were 
referred for decision by the Executive. 

Much time was devoted to the consideration of a draft 
memorandum of evidence prepared by the Chairman on the 
authority of the Executive for the Guillebaud Evidence 
Steering Committee. This was a comprehensive document 
dealing with the general administration of the hospital ser- 
vice, the medical advisory machinery, medical staffing 
whole- and part-time, the relation of general practitioners 
to hospitals, and other matters. After detailed discussion 
of the document, together with the views expressed by 
regional committees, it was generally approved. 

The Executive also submitted a report on a number of 
matters which had been the subject of previous discussion. 
One of these concerned the appointment of medical mem- 
bers of regional hospital boards. 


Consultation Fees for Government Services 


The Treasury’s proposals for fees for part-time services 
of consultants in various Government departments were con- 
sidered, and a number of recommendations were made for 
increases. Notably the fees proposed by the Treasury were 
in some instances below the three guineas which the Com- 
mittee considered to be the minimum for a consultant 
opinion. 


. S.H.M.O. Grading 


The dissatisfaction expressed by a considerable number of 
S.H.M.O.s with their grading following the last review again 
came forward. It was the view of the Executive, confirmed 
by the Committee, that there was evidence to suggest that 
some of these practitioners had been unfairly treated and 
should have been given consultant status. The Ministry’s 
attitude was set out in a letter which appeared in the Supple- 
ment of October 17 (p. 167). Despite the Ministry’s obvi- 
ous unwillingness to interfere with the decisions of the 
review committees, it was felt that the matter should not 
be dropped. It was pointed out that to some extent the 
injustices might have arisen out of different standards 
adopted by the review committees in the various regions. 


Complaints Procedure 


Dr. Robert Forbes, in the absence of Dr. Cochrane 
Shanks, the chairman of the subcommittee concerned, pre- 
sented a report on complaints procedure. He reminded 
the Committee that doctors were called upon to provide 
reports, and in doing so they might well be furnishing 
something which would prejudice their own interests in 
the event of further proceedings. An earlier circular from 
the Ministry stated that if a doctor was responsible for 
an act or omission which was made the basis of litigation 
the Ministry or the regional board or management com- 
mittee should seek to serve a notice of contribution on him, 
calling upon him to contribute towards any damages or 
costs that might follow. The Ministry was, so to speak, 
bringing in the doctor as a third party. In reply to a pro- 
test on this point, the Ministry had asked what would be 
the attitude of the profession if in future it changed its 
policy and did not seek to obtain such a contribution. This 
new situation had been discussed with representatives of 
the Ministry, who had been warned of the possibility that 
if the current policy were continued ‘octors might be un- 
willing to prepare adequate clinical 1._.es, lest by so doing 
they prejudiced their own interests. It was therefore impera- 
tive to devise some machinery enabling medical staff to 


co-operate with their employing authorities by reporting 


accidents and other incidents which might lead to complaint 
without involving them in subsequent disadvantage should 
the matter go to litigation. 

Accordingly he now submitted to the Committee a draft 
memorandum which was the result of consideration between 
the Ministry, the subcommittee, and representatives of the 
defence societies. It set out in detail the course which 
should be followed if it was decided to settle the action out 
of court or to defend it in court. If accepted it would 
mean that all concerned would have to depend on the good- 
will of the others. He thought the arrangement would make 
for a better atmosphere between employers and employed. 

The draft memorandum was unanimously approved. 


Liaison with General Practitioners 


Another report presented was from the Consultants and 
Gengral Practitioners Liaison Committee, of which Dr. 
Rowland Hill is chairman. One of its recommendations 
was that a joint subcommittee representative of the different 
aspects of the subject be appointed to give further study to 
the establishment of an integrated service for the treatment 
and rehabilitation of chronic disablement arising from age 
or illness. Dr. Talbot Rogers said that he was a member 
of the previous Association committee in 1949 on the care 
and treatment of the elderly and infirm, but the scheme it 
drew up was largely theoretical ; some of its ideas had been 
put into practice, but new ideas had emerged, and the 
subject was ripe for further review. 

It was also proposed that steps be taken to draw the atten- 
tion of members of hospital medical staffs to the importance 
of ensuring that general practitioners were promptly notified 
of the death or discharge of their patients. Dr. Talbot 
Rogers said that it was not necessarily a long report which 
was required, but a simple immediate notification. 
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Hospital Junior Staff 

A recommendation was submitted by the Hospital Junior 
Staffing Subcommitiee, under the chairmanship of Pro- 
fessor G. I. Strachan, that medical recruitment committees 
be asked to grant to the greatest extent possible post- 
registration deferment of call-up for periods of up to one 
year ; that the salary of all posts below the grade of senior 
registrar be increased for a period of two years where held 
by a practitioner who had undertaken a period of national 
service as a medical officer; that every effort be made to 
persuade Hospital authorities of the urgent need to make 
married quarters available for junior hospital staff, and that 
facilities be increased and encouragement given to married 
women practitioners to undertake part-time employment in 
hospitals as casualty officers and the like. 

It was stated that owing to the policy adopted by the 
medical schools at the request of the Government at the 
end of the war of admitting a high proportion of ex-Service 
students a large number of the students who would qualify 
in the next two years would not be liable for national service. 
This meant that for the next two years the comparatively 
small number of young practitioners liable for national ser- 
vice would make it difficult to meet the requirements of the 
Services and the policy would probably be to grant defer- 
ments in exceptional circumstances only. 

It was agreed, after some discussion, that the whole report 
should at once go to the Joint Consultants Committee. 


Public and Professional Relations 

The Chairman mentioned that the setting up of a Public 
and Professional Relations Subcommittee had Been the sub- 
ject of a question from the Public Relations Committee of 
the Association, but he had made it quite clear that the new 
subcommittee had no executive functions but was charged 
solely with the task of examining and reporting to its parent 
committee on matters of personal concern to all members 
of hospital medical staffs, and that it would consult with 
the Public Relations Committee before embarking upon any 
publicity campaign. 

A report from this new subcommittee was presented by 
its chairman, Professor P. C. P. Cloake. It contained many 
recommendations, including the issue of information leaf- 
lets in hospitals to give welcome, comfort, and guidance 
to the patient; the revival of groups of hospital 
friends and similar bodies; the appointment of a senior 
or recently retired consultant to give general super- 
vision to the interests of patients, and certain arrange- 
ments to acquaint the press and the public with the 
hospitals’ arrangements and problems. It was also pro- 
posed that a pamphlet be prepared and sent to all con- 
sultants, S.H.M.O.s, and registrars setting out the present 
organization for negotiating and conducting the affairs of 
hospital medical staffs, that in each region an annual meet- 
ing open to all members of medical staffs be summoned ; 
that general practitioners be notified that at certain definite 
times they would be welcomed to the wards to visit their 
patients and to discuss the cases with members of the hos- 
pital staff available, and that social gatherings where medical 
staff and local general practitioners could meet be stimulated 
and encouraged. 

A further series, not of recommendations, but of sugges- 
tions, were that when seeking to arrange out-patient appoint- 
ments general practitioners should be asked to indicate 
those cases which they considered for medical reasons to 
be urgent, and that these should have priority; and that 
wherever practicable out-patients should be referred back 
to their general practitioners for intermediate treatment or 
supervision. 

The Committee also received a letter from the Society 
of Medical Officers of Health referring to the widespread 
failure to notify cases of tuberculosis. The Committee 
decided to draw the attention of hospital medical staffs to 
this matter. Several other matters remained on the agenda, 
including resolutions from group and regional committees, 
and various business was referred to the Executive for future 


report. 


. 


LIFE ASSURANCE 
FEE FOR “LONG” FORM 


For some time information has been received suggesting 
that the fee for the ordinary form of medical examination 
report for life assurance is not considered satisfactory by 
many doctors. As a result of discussion of this problem 
at the A.R.M. this-year it was resolved : 

“That the fee for the long form of medical report for life 
assurance should be increased from £1 11s. 6d. to £2 2s.” 


Meeting with Life Offices 


Recently representatives of the Private Practice Committee 
met representatives of the Life Offices Association to dis- 
cuss a number of matters, including the question of this 
fee. It was explained that the present fee, which had been 
agreed in 1947, was considered inadequate for a variety of 
reasons and should be increased to £2 2s. 


No Evidence of Dissatisfaction 


After a full discussion the Life Offices Association stated 
that their members were unanimous in the view that a fee 
of £1 11s. 6d. was adequate for this service. They supported 
this contention by stating that they had little evidence that 
doctors were dissatisfied with the fee—in fact, the contrary 
appeared to be the case. This was reported to the Executive 
Subcommittee of the Private Practice Committee. 








“BONUS SHIFT CERTIFICATES ” 


In November, 1952, the Five-day Week Agreement between 
the National Coal Board and the National Union of Mine- 
workers was exténded to permit the payment of a propor- 
tionate bonus inter alia when a miner is absent from work 
on account of certified sickness. As a result of this exten- 
sion the number of medical certificates required by miners 
from their family doctors increased, and this appeared to be 
mainly in respect of absence from work due to sickness 
where the miner had not sought examination or treatment by 
his doctor. In such a case the doctor is usually asked by a 
man who is fit for work to issue a certificate stating that he 
was unfit the day before. In almost all. cases the doctor is 
unable to certify that the man was unfit for work, as there 
is no clinical evidence of incapacity. 


No Certificate on Hearsay Evidence 


From information which has reached the B.M.A. it is 
clear that miners often try to persuade their family doctors 
to issue a certificate which is only a repetition of the man’s 
own statement. Doctors consider that they should not be 
asked to issue such ipse dixit certificates. 

At the A.R.M. this year at Cardiff the matter was fully 


discussed, and it was resolved: 


“That the Representative Body disapproves of the issuing of 
bonus-shift certificates to a miner, unless he has been actually 
attended by the doctor during his illness, and that the Council 
be asked to consider reopening the question with the National 


Coal Board.” 
Coal Board’s Reply 


Representations were made to inquire from the National 
Coal Board what steps could be taken to resolve these 
difficulties. The following reply has been received: 


“With reference to your letter of November 18, the Board 
have recently had under consideration the arrangements for pay- 
ment of proportionate bonus. The attention of the Board has 
been drawn to the type of certificate to which you have referred— 
namely, a certificate which says ‘ A. B. says he was unfit for work 
yesterday.’ Such a certificate is not regarded as a medical certifi- 
cate but is merely hearsay evidence. These difficulties have 
been discussed with the National Union of Mineworkers, who are 
as concerned as the Board that only cases of genuine sickness 
should be protected, but the Union stated that if there was abuse 
of the provisions it was for the Board to deal with the matter 
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administratively and that if they were dissatisfied with a decision 
of the Board it should be open to them to make representations 
to the Board. 

“ Divisions [of the National Coal Board] have been informed 
that the procedure should be tightened up but not so as to inter- 
fere with genuine cases. If a man who is really sick sees or calls 
in a doctor the following day and is stiil sick, a proper medical 
certificate covering the whole period of sickness would not be 
challenged. It is, in the Board's view, essential if abuse of the 
new provisions is to be avoided that medical certificates should 
only be issued where a doctor has actually examined the patient 
at the time of sickness and should state the nature of the 
incapacity which renders the man incapable of following his 


employment.” 








SOCIAL SECURITY BENEFITS 
RECIPROCAL ARRANGEMENTS WITH AUSTRALIA 


Reciprocal arrangements on social security benefits between 
Great Britain and Australia will come into force on 
January 7, 1954. The arrangements will enable people 
who go from this country to Australia to receive benefits 
under the Australian scheme to supplement any retirement 
pension or widows’ benefits which they may be receiving 
from the Ministry of Pensions and National Insurance. 
People who come from Australia to this country will be 
treated as if they had been insured under the National 
Insurance schemes while they were in Australia so as to 
help them to qualify for National Insurance benefits here. 


Family Allowances 


A separate agreement with Australia on family allow- 
ances will come into effect on the same day under Regula- 
tions which are being made by the Minister of Pensions 
and National Insurance. This will ensure that families 
going from one country to the other will be able to qualify 
for family allowances in the new country as soon as they 
arrive there. 








LOANS ON COMPENSATION 
SPECIAL TERMS FOR MEMBERS 


About 18 months ago the Association, with the help of the 
Medics! Insurance Agency, initiated discussions with the 
Ministry of Health about the possibility of using the com- 
pensation standing to the credit of a practitioner, but not 
ordinarily payable until retirement, as security for a loan 
under a form of mortgage. Negotiations were eventually 
successful, agreement being reached on the form of mort- 
gage appropriate to this transaction and the procedure to 
be adopted. An announcement was published in the Supple- 
ment to the Journal of September 27, 1952 (p. 143). 


Hardship Only 


Before the appointed day it was possible in certain circum- 
stances to use the goodwill of a general practice as security 
for a loan, but the effect of Section 35 of the Act was to 
destroy this possibility. The Minister has power under the 
Regulations to make, at his discretion, advance payments 
of compensation if delay until retirement or death would 
mean hardship. Advances made hitherto amount in the 
aggregate to a substantial sum and further payments have 
been very strictly limited to cases of debts outstanding on 
the appointed day and incurred through the purchase of a 
practice. Thus it has been impossible to realize the capital 
represented by goodwill to finance new projects such as 
the improvement of practice premises. The possibility of 
borrowing a proportion of the sum due may therefore be 
of great help to doctors faced with unforeseen commitments, 
and, by assigning to the lender the whole of the interest 
which he is receiving, the borrower is able to pay the interest 
at the higher rate on the proportion borrowed, without 
facing recurrent charges. 


Rate of Commission 


It was only to be expected that, once the possibilities of 
this scheme were known, finance companies, insurance 
brokers, and other firms would wish to take advantage of 
a new field of business open to them. Many doctors will 
have received circular letters offering to lend money in 
accordance with the accepted procedure. Whatever may 
be the opinion of the Association on the practice of circu- 
larizing G.P.s on matters of this kind, there is no doubt 
that it is legitimate business. It is not always made clear, 
however, that a commission varying between 24 and 5% (in 
addition to interest and the legal costs involved in a mort- 
gage) may be charged. Doctors should bear in mind, there- 
fore, that the Medical Insurance Agency, a non-profit-seek- 
ing body, is in a position to offer special terms for this 
facility—lately much improved—and any member interested 
is advised to consult the Agency when considering a loan 
on compensation. The address of the Agency’s chief office 
is: Medical Insurance Agency, B.M.A. House, Tavistock 
Square, London, W.C.1. 
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G.P. OBSTETRIC BEDS IN BLACKBURN 
THREATENED CLOSURE 


The following resolution and addendum were passed without 
contrary vote by the Blackburn Executive Council at its 
meeting on December 8: 

“That this "Council views with grave concern the fact that it 
was not consulted or asked to voice its opinion at any time by 
Blackburn and District H.M.C. or regional hospital board with 
regard to the proposed closing of Springfield, the only remain- 
ing general-practitioner maternity hospital in Blackburn, this 
being contrary to the smooth liaison which should exist between 
the local administrative bodies of the N.H.S., and it directs that 
this protest be forwarded to (1) the Minister of — Health, 
(2) regional hospital board, Manchester, (3) the local M.P.s, and 
(4) the Executive Councils’ Association (England).” 

“‘ That no action be taken with regard to the closure of Spring- 
field until the matter has been fully discussed by this Council.” 


G.P.s’ Opposition 
The Executive Council’s resolution is the latest move in 
the opposition to the decision of the Blackburn Group 
Hospital Management Committee and the Manchester 
Regional Hospital Board to close the 20 G.P. obstetric 
beds in Springfield Maternity Home on the grounds of 
redundancy, and to reopen them as geriatric beds. When 
the hospital management committee’s intention became 
known, Blackburn Local Medical Committee and the Black- 
burn Division of the B.M.A. passed resolutions of protest 
and were supported by the Lancashire Local Medical Com- 
mittee and its chairman, Dr. A. Campbell, who has been 

prominent in organizing the opposition. 


Reasons for Opposition 


Local reports indicate that the closure of the Springfield 
Home would reduce the G.P. obstetric beds in the district 
from 70 to 50, and, furthermore, the beds at Springfield are 
the only ones conveniently situated for doctors and patients. 
The general practitioners consider that the closure of these 
beds would seriously affect their ability to practise obstet- 
rics and would be contrary to the Ministry’s and the pro- 
fession’s policy on the matter of G.P. maternity beds. The 
executive council's resolution is evidence of the feeling that 
the hospital management committee and the regional hospi- 
tal board should have consulted the executive council and 
the local medical committee before making a decision of 
such importance to Blackburn general practitioners and their 
patients. 

The Local Position 

The population of Blackburn alone is over 111,000. 
There are 71 general practitioners on the executive council 
list, of whom 66 are on the obstetric list. The district is a 
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compact industrial one in which a high proportion of female 
labour is employed. Home conditions are in the main 
unsuitable for domiciliary midwifery, and the number of 
general-practitioner obstetric beds has always been relatively 
higher than in other areas. There are up to about 100 
hospital maternity beds which are not open to general 
practitioners. 

So far the Springfield Home has not been closed. The 
Blackburn press is devoting much space to a whole-hearted 
ventilation of local opinion about the matter. 








PUBLIC HEALTH COMMITTEE 


A JUBILEE PARTY 
Although its functions and responsibilities have grown con- 
siderably with the years, the Public Health Committee is the 
only committee set up under the new constitution of the 
Association in 1902 that has not changed its name. The 
Committee has completed 50 years’ work, and during that 
time has had 12 chairmen, including the present one, Dr. 
K. Cowan. Not always have they been medical officers of 
health, for two surgeons, one physician, and one general 
practitioner have held the office. The last of these was 
Mr. E. J. Domville, a surgeon of Exeter, who retired from 
the chair in 1920. 
Something to Celebrate 

These and other details emerged at a small informal party 
given by the chairman and members of the Committee at 
the conclusion of the business of its meeting on Friday, 
December 11. Dr. Cowan, in a short speech, explained 
that the Committee thought that its Jubilee was a happy 
occcasion on which to gather together some of those who 
had helped to guide its work in the past, and who were 
still living and able to come. Of the past chairmen, 
Professor R. M. F. Picken, who held office for a record 
period from 1932 to 1945 (there was a short wartime break 
from 1939-42 when committee work was suspended), and 
Dr. J. Fenton were present. Dr. C. Metcalfe Brown was 
unable to be there. Dr. Cowan welcomed that grand old 
man of the B.M.A., Dr. Alfred Cox, who was a member of 
the Constitution Committee which gave birth in 1902 to the 
Public Health Committee, of which he was later to be sec- 
retary, and Dr. R. Forbes, another past secretary. Dr. 
Charles Hill, M.P., was in Rome and regretfully was unable 
to be at B.M.A. House too. The Committee cierks were 
represented by Mr. J. Woodcock, now secretary of the 
Medical School, Cambridge, and Mr. A. H. Towner, still 
with the B.M.A. Dr. A. Macrae and the Scottish Secretary, 
Dr. E. R. C. Walker, and Dr. A. V. Kelynack and Mr. J. D. 
Huish, the present secretary and clerk, were also there. 


The Old Days 

Professor Picken, thanking the Committee for the party, 
spoke in reminiscent vein and recalled in particular the 
work that Dr. Cox did in support of the Public Health 
Service. Dr. Cox said a few words in a way which showed 
that his interest in the affairs of the Association is un- 
diminished. Most members of the Committee, including 
the President, the Chairman of Council, and the Chairman 
of the Representative Body, were able to be present. 








DUNBARTONSHIRE DIVISION 


PRESENTATION TO SECRETARY 
The Dunbartonshire Division held their annual dinner-dance 
in the Buchanan Arms Hotel, Drymen, on December 2, 
when Dr. William Scott, Alexandria, presided over a large 
gathering of members «1d friends. Among the guests were 
Dr. J. T. McCutcheon, Assistant Scottish Secretary, and 
Mrs. McCutcheon. 

During the course of the evening, occasion was taken to 
make a presentation to Dr. William Gibson, Aurora, ‘Old 
Kilpatrick, who had been secretary of the Division since 
1930 and for over 30 years an active member of many 


committees. 


Questions Answered 








Secretary-receptionist and P.A.Y.E. 


Q.—I have had a friend living with me who has acted as 
my secretary and receptionist and whom I have paid a salary 
of £2 18s. per week. She now wishes to live on her own 
with a, higher salary, and so she becomes liable for coding 
for P.A.Y.E. My accountant tells me, however, that she 
has already been liable for coding while living with me, as 
her accommodation and subsistence have been an additional 
income. Can you give me the ruling on this? 


A.—It was decided by the High Court very many years 
ago that accommodation and board, being inconvertible by 
the employee into money, are not “income” on which the 
employee is chargeable to tax, and I do not understand on 
what grounds the accountant regards that benefit as “ addi- 
tional income.” The questioner is entitled to treat as an 
expense of her practice the cost of her friend’s salary, 
board, and lodging in so far as that cost was borne for 
assistance in the work of the practice, and equally, of course, 
she will be entitled to deduct the monetary cost under the 
proposed new arrangement. (To avoid misunderstanding 
I may perhaps add that in the case of certain classes of 
taxpayer—directors of companies—non-monetary benefits 
are liable, but this case is outside the scope of such 
liability.) 


Sickness Benefits 


Q.—For some years prior to February 7, 1952, I drew 
sickness benefit under an insurance policy. I claimed back 
the income tax I had paid on the payments during the 
financial year 1951-2 on the ground that the payments did 
not continue for the whole of that financigl year. The 
inspector of taxes replied that as the sickness benefit had 
been paid continuously for a number of years it is still 
assessable for 1951-2. May I have your expert's observa- 
tions on this ? : 

A.—The leading case on this question is Forsyth v. 
Thompson (H.M. Inspector of Taxes) reported in [1940] 
2 K.B. 366. It involved, inter alia, consideration of a con- 
tract with the Medical Sickness Annuity and Life Assurance 
Society, and several objections to the assessment of the 
benefit were raised by counsel. The material objection for 
present purposes was that the, benefit did not provide 
“annual” sums, but only sums payable on contracts which 
determined at the end of each year. The judge declined to 
accept that contention and held that the benefits were 
“annual” and were therefore assessable. The appellant 
had been “permanently disabled” and the question of 
whether liability would attach to the final payment of benefit 
did not arise, and was not referred to in the arguments of 
counsel or in the judgment. The point is not beyond dis- 
pute, but in all the circumstances I cannot advise your 
correspondent to carry his objection to appeal. 


Government Pensions 
Q.—Are local or central government pensions treated by 
the income-tax authorities as “earned” or “ unearned” 
income ? 
A.—Pensions of the kind referred to are regarded as 
earned income. 





SALARIES COMMISSION IN CYPRUS 
The Secretary of State for the Colonies has arranged for 
Sir Rex Surridge to examine the salary structure of the 
Government service in Cyprus. The Cyprus Branch has 
submitted a memorandum of evidence to the Commissioner, 
and a further memorandum is to be submitted by the Over- 
seas Committee of the B.M.A. 
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Correspondence 








Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Obstetric House Appointments 


Sir,—When the more scarce house appointments, such as 
obstetrics, are being filled may I put in a plea for special 
consideration for the ex-National Service candidate who has 
served in a hazardous area—such as Korea or Maiaya—in a 
field unit—that is, as a regimental M.O. or in a field ambu- 
lance or the equivalent of these ? Others who have served in 
hospitals or bases deserve consideration for having served at 
all, but not to the same extent. 

I learn from young ex-Service men that if they are for- 
tunate enough to get short-listed they find themselves in 
competition with men from such places as Eire and South 
Africa, and with women, and one of these usually gets the 
post. This group is not liable to two years’ National Ser- 
vice and during that period gains extra experience—hospital 
experience—and so is at an advantage vis-a-vis the average 
ex-Service man under the present system of selection. I was 
told of one post where the successful candidate, a lady, 
actually already held the post and was reapplying. Her re- 
appointment made the third obstetric post she had had, 
though she disclaimed any intention of specializing. I hope 
no one will write virtuously that he, or she, always chooses 
the most experienced candidate. It depends on the defini- 
tion of “experience.” I am not advocating the appoint- 
ment of a nitwit just because he has served. I am sub- 
mitting that most men who have experienced the responsi- 
bilities, hardships, and hazards of active service in the field 
mature more rapidly than those who have not had such 
experience. Further, that that special experience is an 
asset in a houseman. I urge that special credit be given to 
ex-Service candidates for such house appointments as ob- 
stetrics for serving their country in dangerous areas to offset 
the purely hospital experience of others who have not served 
at all.—I am, etc., 


Maldon, Essex. IVAN PIRRIE. 


Service Recruitment 


Sir,—It must be accepted that Service life, by its nature, 
can appeal only to a comparatively small number. The 
Naval Medical Service now being virtually split into a 
“ specialist” and a “general practitioner” service, this is 
particularly true of the latter. There is here-little or no 
place for the practitioner whose only professional interests 
lie in a constant supply of clinical material. A medical 
officer must be able to take a much wider view of his 
profession and find interest in all details, many at first 
sight irrelevant, which affect the well-being of the men in his 
care. The medical officer of a destroyer who cannot profit- 
abiy employ himself after 0930 is obviously unsuited for 
“ general practice” in the Navy. This is in no way to dis- 
parage “N.S.M.O.” (Supplement, November 28, p. 213), 
but, accepting that his interests are deep rather than wide, 
I cannot believe that any practicable alterations in condi- 
tions of service are likely to attract him. 


Although I cannot speak for the specialists, it would seem that, 
at present, the established specialists in the Navy enjoy advantages 
which make the branch reasonably attractive—specialists’ allow- 
ances, relative security in the tenure of appointments, few appoint- 
ments necessitating prolonged separation from their families, and 
excellent prospects of promotion to the highest ranks. Perhaps 
any further improvement in their lot might lie in the amalgama- 
tion of the hospital and specialist facilities of the three Services. 
It is that small proportion of the profession who, by virtue of 
their inclinations, would make efficient and, with suitable condi- 
tions, contented general practitioners within the Service who most 
need attracting. It is of no use that these officers should be 
frustrated specialists. 

The factors which discourage such from joining are many. 
Among them I would number: (1) Uncertainty as to the duration 


of a current appointment and inability to forecast the probable 
nature or whereabouts of the next; (2) difficulty in finding accom- 
modation for families ; (3) poor prospects of promotion to the 
higher ranks, but, for the great majority, compulsory retirement at 
the age of 55 at a time when expenses are likely to be heaviest ; 
(4) necessary but tedious paper-work which could well be done 
by ratings properly trained in clerical duties; (5) absence of ade- 
quate facilities to undergo short refresher courses in civilian 
hospitals; (6) pay not closely enough related to one’s civilian 
counterpart; and (7) a widespread lack of confidence, born of 
past experience, in the good faith of those responsible for deter- 
mining pay and conditions. There is a fear that if by various 
inducements and attractions the medical services were to reach full 
complement there would follow an arbitrary reduction in pay and 
deterioration in conditions of service. The steps which might be 
taken to remedy these defects are, generally, self-evident. The 
housing shortage is, of course, nation-wide and the medical 
officer cannot expect special advantages. 

How best to deserve and win the full confidence of the 
profession is a matter with which the powers that 
be should seriously concern themselves. It is essential that 
this confidence should exist, for once the medical officer 
has accepted a permanent commission his future is entirely 
in their hands. He does not even retain the right to resign. 
Perhaps this present lack of confidence may, after all, prove 
the greatest obstacle——I am, etc., 

GP., R.N. 


The G.M.C.’s Warning 


Sirn,—The Concise Oxford Dictionary defines “ council ” 
as an “advisory or deliberative assembly.” Accordingly the 
G.M.C. was strictly correct in its warning, which achieved 
wide publicity. Whether this warning, which must be repug- 
nant to the vast majority of doctors, was necessary or 
desirable is a different question. If the majority resent it, 
their remedy must lie in strenuously opposing the re-election 
of its sponsors to the Council. One would not continue to 
play golf or bridge with gentlemen who consider it necessary 
to warn their colleagues against sharp practice.—I am, etc., 


Harrow. J. E. S. STEPHENS. 


Sir,—Dr. C. H. Ross Carmichael’s letter is timely. I seem 
to remember receiving through the post a few days ago a 
printed copy of this warning. Unfortunately, I did not keep 
it, but it was probably. sent by the G.M.C. It irritated me 
and I tore it up. Is it really necessary to bring to the notice 
of the whole profession that fraud is a crime ?—I am, etc., 


Rugby. W. J. Born. 


Sweated Doctors 


Sir,——l am very glad to see from Dr. H. Kelson Ford's 
letter (Supplement, December 5, p. 221) that there are men 
holding house appointments who do not consider themselves 
imposed upon by the need for long hours of work. The 
resident is seen to be in clover when conditions of service 
are compared with those of 40 years ago. At that time 
board residence was the full recompense in teaching hos- 
pitals in London and was regarded as ample when coupled 
with the splendid experience a hard-working young doctor 
obtained. 

I admire the spirit of Dr. Ford’s letter and hope that there 
are still plenty cf men of that calibre entering the medical 
profession.—I am, etc., 


London, W.1. HuMPHREY NEAME. 


Sir,—My previous letter on this subject (Supplement, 
November 14, p. 200) was prompted by my observing 
the pale, tired appearance of housemen I occasionally 
encounter. I feel rather concerned over Dr. H. Kelson 
Ford’s patients. He tells us (Supplement, December 5, 
p. 221) that he likes “to see each patient’s progress from 
hour to hour and day to day. . . .” This is certainly doctor- 
ing at its very best. Later on in his letter he tells us he 
has a month’s annual leave, occasional week-ends, and fre- 
quent free afternoons. How are his patients faring in the 
meantime? The only really practical suggestion I can offer 
him is borrowed from African witch-doctors. In their 
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enforced absence they leave a carved wooden little deputy 
to keep an eye on their patients. I think this is a capital 
idea for those of us who would like a free week-end 
occasionally.—I am, etc., 

Shrewsbury. ALBERT E. NICHOLLS. 


Remuneration of Hospital Medical Staff 


Sir,—It is now over a year since negotiations were started 
in the Medical Whitley Council Committee “B” for the 
revision of the remuneration of hospital medical staff. It 
is many months since the Management Side gave an under- 
taking to reply to the Staff Side’s proposals within a month, 
and since the Minister of Health, in answer to a question 
in the House, gave the assurance that negotiations would not 
be unduly protracted. 

Our claims are simple and clear-cut. The Government and the 
profession have both accepted the recommendations of the Spens 
Committee as a basis for the remuneration of medical staff in the 
Health Service. The Danckwerts award to general practitioners 
has fixed a betterment factor to be applied retrospectively to 
G@P.’s remuneration. It is surely simple justice to demand that 
the same betterment factor be applied retrospectively to hospital 
medical staff in the same way. Why, then, if the Government and 
Management Side are acting in good faith, should there be any 
delay in meeting our claim ? 

I suggest that we should meet this problem in the same way 
that our general-practitioner colleagues have solved theirs— 
namely, (1) that the Management Side should be asked to reply 
by a specified date; (2) if they do not reply, or their reply is 
unsatisfactory, we should ask that our claim be submitted to 
arbitration; (3) if this is not agreed to, then the Association 
should organize the threat of mass resignation from the hospital 
service in the same way as was done for our G.P. colleagues. 

Sir, we are over five years in arrears in the receipt of part 
of our salary. Is it not high time that this appalling state of 
affairs was remedied ?—I am, etc., 

Meols, Cheshire. E. SNELL. 


Fees for Coroners’ Necropsies 


Sir,—In the Supplement of November 28 (p. 214) you 
published a very timely letter from Dr. A. Piney on the 
subject of fees for coroners’ necropsies. I think the follow- 
ing experience of mine is pertinent to the matter raised. 

About a year ago I performed a necropsy and gave evi- 
dence at the inquest. A local undertaker conveyed the 
body from the deceased’s house to the mortuary and took 
it back—in all a total distance of half a mile. To my 
astonishment I gathered afterwards that the undertaker’s 
fee exceeded mine of 3 guineas by many shillings. 

Is it too much to expect the B.M.A. to bestir itself on 
behalf of those members not recipients of a Danckwerts 
award or equivalent ?—I am, etc., 


Wales. C. L. HoLricx. 


Unwilling to Pay 

Sir,—With reference to the letter by Dr. W. B. Mumford 
and others (Supplement, November 28, p. 214), for many 
years it has been my practice under such circumstances to 
say to the relations: “Go to the agent or the head office 
of the company and say that your doctor has advised you 
to go to your solicitor and to tell him that he (your doctor) 
is prepared to go to court and give evidence on your 
behalf.” 

I have never known this to fail and payment not to be 
made on the spot.—I am, etc., 

London, S.E.25. H. H. A. ELDER. 


The Facts on Forms 


Sir,—Is it unreasonable to expect the staff of the local 
Ministry of National Insurance and food offices to know a 
few of the facts of life? I have to-day had brought back to 
me by an expectant mother a form for maternity benefit on 
which I had put the day and month of her expected delivery 
but not the year. This omission was heavily marked in red 
pencil. The mother in question therefore had to make a 


special journey to wait in a crowded surgery in order that 
I should insert four figures before she could hope to draw 
her benefit. 

_ I am likewise frequently asked for continuation “extra 
ration ” certificates by women who are within a week or two 
of their expected confinements, the dates of which are already 
known to the food office, and whose state of, as yet, uncom- 
pleted pregnancy must surely be apparent to anyone.— 
I am, etc., 

Wordsley, near Stourbridge. Mary J. BARTLETT. 


Practice Premises 


Sir,—Once again the question of the doctor’s “ workshop ” 
has been raised in the House of Commons, and action is to 
be suspended until the results of the G.M.S. Committee’s 
letter (Supplement, October 10, p. 165) are seen. 

I feel, Sir, that this is yet another fault following our 
relinquishment of the goodwill of our practices. For we 
must be loath to spend, say, £500 on the improvement of 
premises that we may never dispose of to another doctor. Of 
course, if this were not to be considered a capital expense 
by the income-tax authorities, some relief could be afforded 
to those public-spirited doctors who were not too much 
concerned with the impossibility of “seeing their money 
back.”—I am, etc., 


Seven Kings, Essex. I. M. SEGAL. 


Bang goes Saxpence 

Sir,—With the differences in dispensing fees between 
England and Scotland, some of the proprietaries which are 
cheaper than the official preparations in England turn out 
to be dearer than the official ones in Scotland—e.g., tab. 
gardenal, tab. gardenal sod. “physeptone” tablets, 
“ pabestrol” tablets. Others, cheaper in England, are of 
equal price in Scotland—e.g., “ benerva” tablets, “ cantan” 
tablets, “‘sulphamethazine” tablets. This causes rather a 
headache to those of us who have practices on the border 
and have patients in both countries.—I am, etc., 


Newcastleton. ARTHUR D. BETHUNE. 


Economy in Prescribing 

Sir,—We, the undersigned, all experienced and fully occu- 
pied in general practice, realize the necessity of economy in 
prescribing. We are eager to assist the Minister in his efforts 
to procure this economy, but feel that the means adopted 
to date by the Ministry have produced little but frustration. 

The Cohen Committee’s report and several official publi- 
cations imply that there should be no absolute restriction on 
the prescribing by a G.P. of any drug which, in his opinion, 
is necessary for the proper treatment of a patient, but that 
he might have to justify his doing so before his colleagues 
on the local medical committee. Such justification, in our 
view, can be most difficult, as (a) the drug is given in all 
good faith at the time, and the choice is based on the G.P.’s 
clinical judgment and experience, and (b) the charge of 
over-prescribing does not arise until many months have 
elapsed and when the case history and its attendant subtle- 
ties have faded in the memory. 

Much has been published, both official and unofficial, 
entreating the G.P.s to economize in their prescribing, but 
no positive lead, we submit, has yet been given on how they 
are to accomplish this. No doctor is likely to expose him- 
self to a charge of over-prescribing unless he believes in the 
efficacy of the drug he prescribes. He does not prescribe 
irresponsibly, as the Ministry seems to think. It is a 
widely held impression among G.P.s, especially those in 
industrial areas, that those who compile the various categories 
have little or no knowledge of general practice as it exists 
in these areas. We feel that the public are not given suffi- 
cient direction by propaganda, etc., to ease their demands 
on the G.P., and told that they too have to take part in the 
economy drive. To them, apart from paying their shilling, 
the service is free. We realize that this is fraught with 
political difficulties. We believe that much of the responsi- 
bility for the prescribing of proprietary drugs rests on the 
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hospital consultants, as their advice, when sought, is usually 
studded with proprietary preparations. Very often, if the 
patient has been in hospital, he presents himself at the 
surgery with a detailed list of things he has to be given. 
We have yet to hear of a consultant having to justify his 
prescribing. 

Until such a time as the Minister has the courage to tackle 
the service as a whole—patients, consultants, G.P.s, chemists, 
and proprietary drug manufacturers—we consider he is un- 
likely to achieve the reduction in the drug bill we all wish to 
see.—We are, etc., 


B. MAacKENZIE HEGARTY. 
H. M. Murray. 


Luton. 


A. J. MARSHALL. 
J. G. FISHER. 


POINTS FROM LETTERS 


General Practice Vacancies 

Dr. Hector SmitH (Southall, Middx) writes: It is becoming 
evident that young doctors are having difficulty in getting practices 
of their own, and that the better the qualifications they may hold 
the greater is their difficulty. ... A very small practice might 
provide just the opening required by some energetic and capable 
young doctor, but as he will be hoping to carve a bigger practice 
from among the patients of other practitioners he is not likely 
to be given the opportunity under the present arrangement. I 
would suggest that all appointments to vacancies should be made 
by the Medical Practices Committee, or some other central body, 
none of whose members are likely to be interested persons. 





H.M. Forces Appointments 








ROYAL NAVY 


Surgeon Rear-Admiral T. Madill, C.B., O.B.E., Q.H.P., has 
retired. 
Acting Interim Surgeon Lieutenant-Commanders T. C. Barras, 
F. MacKenzie, and J. Keeling to be Surgeon Lieutenant- 
Commanders. 


RoyaL NAVAL VOLUNTEER RESERVE 
Surgeon Commander J. D. Simpson has retired. 


TERRITORIAL ARMY 


TERRITORIAL ARMY RESERVE OF OFFICERS: ROYAL ARMY 
MepicaL Corps 


Colonel (Honorary Brigadier) F. R. Sandford, C.B.E., M.C., 
T.D., Q.H.P., from Active List. to be Colonel. 

Colonels J. B. Forsyth, ‘Pe T. F. Briggs, O.B.E., T.D., 
M. E. M. Herford. D.S.O., M.B.E., M.C., L. Fletcher, O.B.E., 
and A. T. B. Dickson, OBE. T.D., from Active List, to be 
Colonels. 

Lieutenant-Colonel A. A. Eagger, C.B.E., T.D., having attained 
yt age limit of liability to recall, has ceased to belong to the 

A.R.O., and has been granted the honorary rank of Brigadier. 

bajo ary Aen (Honorary ——_ W. A. Lister, T.D., 

P. S. Kelman, T.D., and F. A. Stammers, C.B.E., having 
attained the age limit of liability to te have ceased to belong 
to the T.A.R.O. 

Lieutenant-Colonels T. A. S. Samuel, M.C., T.D., W. R. Blunt, 
T.D., W. J. McIntosh, O. B. meee i J. Cellan-Jones, R T. P. 
Murphy, O.B.E., T.D., and A. Harrison- Hall, having attained the 
9% yin of liability to recall, have ceased to belong to the 


A (Honorary Colonel) E. Parry, from Active List, to be 
ajor 

Major (Honorary Colonel) J. K. Reid, T.D., having attained the 
age limit of liability to recall, has ceased to belong to the 
T.A.R.O. 

ere (toners Lieutenant-Colonels) J. McKenzie, St. 

J. Barrett, and D. Laing, having attained the age limit of 
fiability to recall, have ceased to belong to the T.A. 

Major W. B. Evans, f-om Active List, to be Maior, "and has 
been granted the honorary rank of Lieutenant-Colonel. (Substi- 
tuted for the notification in a Suppiement to the London Gazette 
dated June 16.) 

Majors S. F. Seelig, J. Gregory, and S. H. Madden, from 
Active List, to be Majors 

Major R. E. Holme, T.D., having attained the age limit of 
= to recall, has ceased to belong to the T.A.R. 

© Tmt (Honorary Major) W. H. Stephen, having attained the 
mS > of liability to recall, has ceased to belong to the 


ROYAL AIR FORCE 


Air Vice-Marshal W. E. Barnes, C.B.E., Q.H.S., has retired at 
his own request. 

Group Captain B. W. Cross has retired at his own request. 

Squadron Leader J. N. Agate has relinquished his temporary 
commission, retaining his rank. 

Flight Lieutenants M. F. P. Marshall and A. Stewart have been 
transferred to the Reserve, retaining the rank of Squadron Leader. 

Flight Lieutenants R. A. Armstrong, T. nson, and J. 
Donnelly have reverted to the Reserve, retaining the rank of 
Squadron Leader. 

Flight Lieutenants P. W. Robertson, C. J. W. Soutar, T. M. 
Nott-Bower, and W. A. Crawford to be Squadron Leaders. 


Roya Air Force VOLUNTEER RESERVE 
Flight Lieutenants S. Bender and G. A. Mandow to be 
Squadron Leaders. 





Association Notices 





Diary of Central Meetings 


DECEMBER 
22 Tues. Waverley Evidence Committee, 11 a.m. 
22 Tues. Finance Committee, 2 p.m. 


31 Thurs. Guillebaud Steering Committee, 10.30 a.m. 


JANUARY 

7 Thurs. Central Consultants and Specialists Committee 
Executive, 2.30 p.m. ; 

8 Fri. Industrial Injuries Evidence Subcommittee, 
Occupational Health Committee, 2 p.m. 

12 Tues. Amending Acts Committee, 2 p.m 

15 Fri. Joint Committee of B.M.A. and the Magistrates’ 
Association, 10.30 a.m. 

15 Fri. Scientific Exhibition Subcommittee, Arrangements 
Committee (at ed Regional Office, 234, 
St. Vincent Street, Glasgow), 7.45 p.m. 

20 Wed. Rehabilitation Committee, 10.15 a.m. 

20 Wed. Health Visitors Evidence Committee, 2 p.m. 

20 Wed. Transport Medical Standards Subcommittee, 
Occupational Health Committee, 2.30 p.m. 


Branch and Division Meetings to be Held 


Tower HAMLeETs Drvision.—At Poplar Hospital, East India 
Dock Road, E., Friday, December 18, 8 p.m., meeting. Mr. J. 
Suchet: “Uses and Abuses of Hormones in Gynaecological 
Practice.” 

Meetings of Branches and Divisions 
ENFIELD AND PoTTERS Bar DIVISION 

A meeting of the Division was held at the Chase Farm Hospital, 
Enfield, on November 13, 1953. The following motion was 
debated: “ That in the opinion of this meeting there is room for 
improvement in the relationship and mutual understanding be- 
tween general practitioners and hospital medical staffs.” 

The following were some of the points made by speakers: 
experience of general practice is desirable for specialists; the 
gap between general practitioners and hospital medical staffs is 
increasing ; let hospital staffs beware of the unguarded word that 
might be construed by the patient as reflecting criticism of the 
general practitioner; the general practitioner should avoid any 
overstatement of the urgency of a case when seeking its admis- 
sion to hospital ; consultative clinics and domiciliary visits provide 
an invaluable bridge over the gap between consultants and general 
practitioners ; too many minor accidents are referred to hospital 
in the evening, and too many non-urgent cases are referred to 
x-ray examination at the week-end; the “ hospital letter ’’ should 
= a and dispatched on the day that the patient leaves 
ospita 

Arising out of the debate, the following suggestions, among 
others, were made: that a time should be arranged at which 
members of the hospital medical staff would be available for con- 
sultation with general practitioners concerning their patients 
undergoing treatment in hospital; and that facilities should be 
made available to house medical officers to spend a day or series 
of days with a general practitioner to enable them to gain some 
knowledge of general practice. 


HOLLAND DIVISION 
A meeting was held at the Peacock and Royal Hotel, Boston, on 
November 28, 1953. With Dr. W. Gibson Barrie in the chair, 
there were 40 members present. Mr. L. G. Cruickshank 
addressed the meeting on the subject of “ Cardiac Surgery—the 
Present Advances.” 





Correction.—We regret that a mistake was made in reproducing 
the letter from Dr. Cyril F. Mayne in last week’s Supplement 
(p. 229). ‘The second paragraph should have begun as follows: 
“Taking the mass of letters as a whole, however, one thing 
strikes me as outstanding: the unwillingness of the young mem- 
bers of our profession, of all professions, to carry out their duty 
in the armed Forces of our country.” 
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The B.M.A. in Committee 








SPECIAL GROUPS 


The setting up of special Groups, with their committees, 
which the Council first sanctioned some 20 years ago, is not 
a departure from the democratic constitution of the Associa- 
tion but a reinforcement of it. The aim is to secure that 
the voice of those members who have special interests, but 
whose numbers are so few or who are so distributed that 
they cannot command anywhere a majority, or perhaps not 
even an influential minority, shall be heard in Association 
councils. For many years the Association was regarded as 
being preoccupied with the welfare of general practitioners, 
although in fact many of its principal officers and active 
councillors have been and are consultants. It was a pre- 
eminent surgeon, Sir Victor Horsley, who took the lead in 
establishing the Representative Body. Sir Henry Butlin, a 
president of the Royal College of Surgeons, was for six 
years the Association’s treasurer. Andrew Clark, Chairman 
of Council during the reform period, Lawson Tait, Edmund 
Owen, J. R. Thomson, Robert Saundby, Bishop Harman, 
and many others, not to name anyone now living, were 
consultants and specialists. 


Specialist Opinion 


Nevertheless, the difficulty of assembling the opinions of 
specialists and consultants on professional issues was in- 
creasingly felt. In many Divisions the number of members 
who are consultants or specialists is very small; in only a 
few does it constitute a considerable proportion, and per- 
haps in only one (Marylebone, which includes the Harley 
Street sector) is it preponderant. Therefore some 20 years 
ago it was decided to adopt the machinery of specialist 
Groups. 

The Groups consisted of those whose interests were not 
adequately represented in the Divisions and Branches either 
by reason of the fact that their numbers were small or be- 
cause they were inadequately distributed from the point of 
view of ensuring representation. There was a good deal of 
discussion at the time on what constituted a “full” or 
“pure” consultant, but the proposal went through the 
Council without dissent. At the same time the then Chair- 
man of the Council, the late Sir Henry Brackenbury, ex- 
pressed the hope that the Groups would be temporary and 
would remain only until consultants had been persuaded to 
pull their weight in the Divisions and Branches, when there 
would be no further need for the Groups. Other members 
of Council, among them Dr. Dain, took the view that the 
Groups would be a permanent feature. In a sense both 
prognostications have been proved right. 


The First Groups 

In May, 1934, consultants and specialists Groups were 
formed for England and Wales, for Scotland, and for 
Northern Ireland. Other more specialized Groups quickly 
followed. In 1938, for example, two of the largest Groups 
were established, the Ophthalmic Group, with, at the start, 
353 members, and the Orthopaedic Group, which reported 
110 applications at its first meeting. The latter Group set 
to work at once to investigate and endeavour to inmprove the 
teaching of orthopaedic surgery in the universities and 
schools. A more restricted and immediate matter was to 
send a pronouncement from the Association on the danger 
of ill-fitting shoes. 

The interests of consultants and specialists in general are 
now covered by a large autonomous body, the Central Con- 
sultants and Specialists Committee, which has 70 members. 
On that committee each of the special Groups is repre- 
sented. The 13 Groups now in existence, together with the 
number of members in each, are as follows: 


Dermatologists .. 6% eZ fa c- 
Ophthalmic ‘S ‘5 ne ~ .. 465 
Orthopaedic a a3 ye ia o. 260 
Otolaryngologists na oe is oo aa 
Physical Medicine sa 7” so -- 16 
Psychological Medicine .. ois his oo Ban 
Radiologists a - ve sil .. 366 
Tuberculosis and Diseases of the Chest os Sar 
Anaesthetists oe ie ae oa -. 
Consulting Pathologists .. ws ne -- 260 
Full-time non-professorial Medical Teachers 

and Research Workers ans a <2 Jae 
Spa Practitioners os aie ch << me 
Venereologists - Sha id or - ZW 


Conditions of Membership 


Each Group has its own criteria for membership and its 
own rules. Basically the rules for the Groups are that the 
member must be predominantly employed in the practice of 
his specialty. This applies to the first eight Groups in the 
above list. The Anaesthetists Group consists of members 
of the Association who are under contract as anaesthetists 
with a regional hospital board or board of governors on 
either a whole-time or regular sessional basis, or who are 
anaesthetists on the staff of recognized hospitals outside the 
National Health Service. The Consulting Pathologists 
Group likewise consists of members who hold permanent 
appointments as pathologists in the National Health Ser- 
vice or who, not being in that service, have devoted at least 
five years to the postgraduate study and practice of 
pathology and continue to be engaged predominantly 
therein. The Group of full-time non-professorial Medical 
Teachers and Research Workers consists of: those who are 
full-time members of a university staff or full-time salaried 
research workers in university departments or other institutes. 
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The Spa Practitioners are a small body of those who regu- 
larly prescribe the mineral waters or baths of the spas in 
which they reside or are on the staffs of hospitals or clinics 
where the use of the local mineral waters is part of the 
routine treatment. Finally the Venereologists Group con- 
sists of members of the Association who have been qualified 
for at least five years and who are—and have been for at 
least three years—either engaged principally in the practice 
of venereology or are in charge of venereal disease clinics, 
though not engaged predominantly in that specialty. 


° A Group with a Difference 


In addition there is one other Group which is on a 
different basis+the Registrars Group, which consists of 
persons who are in a temporary grade. The other Groups 
comprise individuals engaged in a specialty, but the Regis- 
trars Group, which has been in existence for only five years, 
cannot deal, of course, with specialist problems ; its field is 
the general problems pertaining to registrars in all the 
specialties. It is a particularly active Group and has put 
forward a number of ideas which the Central Consultants 
and Specialists Committee (on which it has two repre- 
sentatives, whereas the other Groups have only one) and the 
Joint Committee have negotiated with the Ministry. The 
registrars have taken steps to ensure that the membership 
of their committee shall include representatives of both 
registrars and senior registrars from teaching and non-teach- 
ing hospitals alike. 

This article is not intended to be a record of the achieve- 
ments of the various Groups, but many of them have been 
very active. The Tuberculosis and Diseases of the Chest Group 
has published reports in the Supplement which have aroused 
widespread public attention. The Anaesthetists Group has 
done some constructive work on anaesthetic equipment. The 
Consulting Pathologists Group held a recent conference at 
which methods of blood transfusion were discussed. The 
Psychological Medicine Group had an interesting discussion 
a year or two ago on hypnotism in medical practice, and so 


with the others. 


Liaison with Kindred Societies 


The Groups are in close liaison by means of cross repre- 
sentation, or sometimes by joint committees, with the corre- 
sponding professional associations: for example, the 
Association of Anaesthetists or the Medical Society for the 
Study of Venereal Diseases. They are in fact expert bodies, 
and the Council will always refer to them for the advice 
which may be sought from time to time of the Association 
by the Ministry of Health or other outside bodies. 

Each of the Groups has a committee, one-third of whose 
members retire annually. It is elected generally by postal 
vote or it may be from regional constituencies. There is 
an annual meeting of each Group, open to all members. In 
the case of the Registrars Group it would hardly be prac- 
ticable to summon all the registrars in the country, and in 
this case the committee is elected from the Regional 
Associations. 

The Groups are formed strictly according to the Associa- 
tion’s by-laws. Permission to form a group is given by the 
Council, subject to appeal to the Representative Body. If 
the Council is of opinion that the ordinary machinery of 
the Association is sufficient for the representation of the 
particular interests concerned the petition for a group will 
be dismissed. The inclusion of any individual within a 
group is at the discretion of the Group committee and the 
candidate must sign a declaration that he comes within the 
prescribed definition. There is no additional subscription, 
by the way, for Group membership. 

The findings of the Group committees are referred to the 
Central Consultants and Specialists Committee, which in its 
turn reports them to the Council, and if the findings come 
also within the reference of some other standing com- 
mittee they are referred to it for its views. In this way the 
policy of the Association in these matters is carefully 


formulated. 


THE ASSOCIATION AND PUBLIC HEALTH 


A meeting of the Public Health Committee was held on 
December 11, with Dr. H. K. Cowan in the chair. The 
action of the chairman in appointing Dr. H. D. Chalke as 
representative of the Committee on the Contro! of Medi- 
cal Manpower Committee and Dr. H. M. Cohen as one 
of the Committee’s representatives on the Public Relations 
Committee was approved. The Committee also appointed 
representatives on-the Liaison Committee, which up to now 
has embraced consultants and general practitioners only, 
but which it had been felt should be widened to include 
public health medical officers. 

The Committee approved a memorandum for submission 
to the Steering Committee which is preparing the Associa- 
tion’s evidence to the Guillebaud Committee. In this con- 
nexion the Committee had before it a note on hospital costs 
from which it appeared that the cost for domiciliary care 
and treatment was considerably less than that for treatment 
in hospital. 


General Practitioners and Health Visitors 


The report of.the joint Subcommittee of the Public 
Health and General Medical‘Services Committees regarding 
co-operation between general practitioners and health 
visitors was considered. 

Arising from a resolution of the Annual Representative 
Meeting, a statement of guidance had been drawn up. In 
approving the report, and a statement for submission to 
Council, it was also agreed to recommend that the docu- 
ment be submitted to the council of the Society of Medical 
Officers of Health with a view to obtaining agreement for 
joint publication. 


Vaccination 


The Committee considered the recent Ministry of Health 
circular regarding B.C.G. vaccination of schoolchildren. It 
was pointed out that this circular had been sent to local 
health authorities and to local education authorities, who 
had been asked to co-operate. It was reported that the 
General Medical Services Committee had expressed regret 
that the Association had not been given an opportunity to 
see the document. The Public Health Committee concurred 
with this view. 

At a previous meeting the Committee had considered the 
resolution of the Representative Body urging measures 
centrally and through the Divisions to secure vaccination 
of all infants against smallpox. The matter had been the 
subject of correspondence with the Ministry of Health, 
which was equally anxious to ensure a high proportion of 
infant vaccinations. Local health authorities were already 
aware of the importance of this matter. The Chairman 
said he felt that medical officers of health were doing every- 
thing they could, but he suggested that the Council might 
reinforce such action by urging every individual general 
practitioner to do his best with his individual patients to 
bring about this desired result. It was agreed that this 
action be recommended to Council. 


Superannuation Regulations 


Dr. Wand, Acting Chairman of the Compensation and 
Superannuation Committee, reported on the revised draft 
of the Local Government Superannuation (Benefits) Regula- 
tions The main point at issue concerned the exclusion 
of » «ical and nursing staff of a local authority from the 
Regulation that “ Where, for the efficient discharge of his 
duties, a contributory employee of an employing authority 
is required to possess professional or other qualifications 
not ordinarily to be acquired in the service of the authority, 
the authority may, if application for the purpose is made 
in accordance with the regulation, direct that a number of 
years be added to his contributing service.” It has always 
been the view of the Association that the principle of 
“added years” should apply to doctors, and great dis- 
appointment was expressed at the alteration in the original 
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draft regulations. It was agreed to make representations to 
the Ministry on the subject and to request that a deputation 
be received. 


Disclosure of Records to Police 


Discussion took place on a letter from a Divisional secre- 
tary concerning the propriety of disclosing medical records 
at the antenatal clinic to the police. The police had asked 
the public health department for certain records, but access 
to the records had been refused. Dr. Robert Forbes, who 
was attending the Committee in connexion with another 
item on the agenda, pointed out that the records were not 
the property of any medical officer but of the local health 
authority. It would, however, be for the medical officer of 
health to explain to his committee the profession’s ethical 
rules. It was conceivable that the police might report the 
refusal to their own watch or standing joint committee, 
which might then ask the Public Health Committee for the 
records. It appeared that the occasion might arise when 
the duty of an employee conflicted with the ethical views 
of the profession, In such a situation it was for the indi- 
vidual doctor to judge what course he should follow, but 
in the view of the Committee every effort should be made 
to adhere to the ethical rules. 

After discussion the Chairman said that Dr. Forbes as 
Chairman of the Central Ethical Committee would have 
gathered the opinion of the Public Health Committee, and 
the Committee would hope for guidance from the Ethical 
Committee in due course. 


Other Matters 


The Committee appointed four of its members to a joint 
subcommittee appointed to give further study to the 
question of the establishment of an integrated service for 
treatment and rehabilitation of the chronically disabled as 
a result of age or illness. 

The Assistant Secretary reported on the four authorities 
which are still not fully implementing the awards of the 
Industrial Court and the appeals relating to these cases. 
An interim report was also given regarding further dis- 
cussions on the appeals machinery for the medical profes- 
sion in Northern Ireland. 





Notes and News 








American Medical Association—In the report of the 
secretary to the members of the House of Delegates of the 
American Medical Association (Journal of the American 
Medical Association, November 7, 1953) the following 
information about membership is given. The number of 
paid members increased during the first eight months of 
1953 by 7,323, making a total of 117,063, against 109,740 
in 1952. The revenue from subscriptions for the first eight 
months of 1953 was $2.923,625.25. The comparable figure 
for 1952 was $2,739,520.00. The headquarters’ personnel 
now numbers 823 full-time workers in the office and 
mechanical departments. 


Appointment to Board of Governors.—The Minister of 
Health has approved the appointment of Mr. Norman 
Roberts to fill an outstanding vacancy on the board of 
governors of the United Liverpool Hospitals for the period 
ending March 31, 1956. 


Economy with Efficiency.—The following question ap- 
peared in a paper on medicine in the Final examination for 
the degree of M.B. of Manchester University: “ By what 
means could you, as a general practitioner, reduce the cost 
of prescribing while maintaining or increasing the efficiency 
of your practice ?” 


Hospitality Wanted.—The 20-year-old daughter of a pro- 
fessor of surgery in Switzerland would like to receive hos- 
pitality from a medical family in London from January, 
1954, for some time, either as a paying guest or in return 


for hospitality to an English girl in Switzerland. The Swiss 
girl is coming to London to study handicrafts. Would 
anyone interested please communicate with Dr. H. A. Sandi- 
ford, International Medical Visitors Bureau, B.M.A. House, 
Tavistock Square, London, W.C.1. 





Questions Answered 








Colonial Medical Service Income-tax Liabilities 


Q.—I am a member of the Colonial Medical Service (per- 
manent and pensionable) serving in the Gold Coast. Before 
leaving the U.K. last July I applied for repayment of income 
tax I had paid during the current year. I had been on leave 
without pay for two years in order'to acquire a higher 
qualification and had been employed in the hospital service 
during that time. Repayment was refused on the grounds 
that I was leaving my wife and family in- the U.K., and 
that, as my tours of service would only be 18 months, I 
was considered as being technically resident in the U.K. 
I was also told that any moneys I remitted to the U.K. 
would be liable to taxation if I spent as much as a single 
day in the year in the U.K. Is this correct? 


A.—Two questions are raised: (a) Whether income-tax 
liability attaches to the earnings in this country; and 
(b) What is the tax position during absence from the United 
Kingdom ? It should be borne in mind that in law an indi- | 
vidual can be “resident” in more than one country in the 
same financial year. If this results in income-tax liability 
in both countries there is usually relief provided under the 
various double-taxation agreements made between the 
Governments concerned. As regards the Gold Coast, this 
agreement is embodied in Statutory Rules and Orders, 1947, 
No. 2868, issued by H.M. Stationery Office in 1948, price 2d. 

(a) Assuming that in each of the financial two years con- 
cerned the questioner was in the United Kingdom for at 
least 183 days, he would rank as a British resident for 
those years and as such would be liable to British income 
tax. (b) Whether the questioner would rank as a British 
resident while actually abroad would depend partly on 
whether he was in the United Kingdom for 183 days of 
the financial year concerned, and partly on whether there 
was an abode in the United Kingdom available for his 
return. If he has to pay tax here for such years he may 
be able to claim credit for that tax against tax payable by 
him abroad on his Service earnings, but that is a matter 
which he can best raise locally when and if he becomes 
liable to payment of British tax. 


Income-tax Relief on Expenses 


Q.—Are the following expenses allowable against income 
tax: (1) graduation fee at university; (2) registration fee 
with General Medical Council, membership of B.M.A., and 
membership of a medical defence society ; (3) purchase of 
instruments ? 


A.—(1) This is not allowable. Objections are (a) that 
such an expense is not incurred wholly and exclusively for 
the purposes of the profession, and (b) that such fees are 
capital outlay for the purpose of acquiring a particular 
status or qualifications. (2) Fees paid to professional asso- 
ciations are allowable in the case of individuals in practice 
on their own account or in partnership, provided that they 
are annual expenses and not of the once-for-all order. In 
the case of individuals in employment these fees are not 
allowable unless maintenance of membership is required 
by the terms of the contract of employment. (3) Ex- 
penditure on the purchase of professional instruments is 
allowable to the extent to which it is incurred to maintain 
rather than to acquire or improve the professional equip- 
ment of the individual concerned. In the case of an 
employee it is assumed that the maintenance of the private 
equipment is a condition of the employment. 
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Correspondence 


Lord Horder’s Address 


Sir,—I observe in the Supplement of November 28 
(p. 210) that Lord Horder, during an address to the Fellow- 
ship for Freedom in Medicine, is reported as saying, “ Those 
who spoke for the whole profession had always declared 
themselves against a whole-time service, but we were now 
told that it would not be long before a whole-time service 
was a fait accompli.” 

In view of the declared policy of the B.M.A., I feel that 
the identity of Lord Horder’s informants should be re- 
vealed to the profession, and have been surprised to find 
no reference to this quotation in either the editorial or 
the correspondence columns gf a subsequent issue of the 


Journal.—I am, etc., 
Chigwell, Essex. J. D. Wimss. 








Entry into Medicine 


Sir,—In the Journal of August 29 (p. 490) there appeared 
a table of statistics on which no adequate comment has been 
made. This shows, in short, that there were just over 12,000 
more doctors on the Register in 1952 than in 1943. 

It would be good if your actuary could work out what is 
the probable increase in numbers for, say, the next ten years, 
and how many practitioners can be absorbed in practice 
during the same time in the United Kingdom. 

Unless I am very much mistaken it will be found that 
there will be thousands of young doctors who have no pros- 
pect of getting established in practice. Nor can I see that 
anything, short of shutting perhaps half the medical schools, 
will bring the numbers down to requirements. 

I need hardly say, Sir, that this is a matter of the utmost 


importance to the profession.—I am, etc., 
London, N.16. D. S. BRYAN-BROWN. 





B.M.A. LIBRARY 


The following books have been added to the Library: 


Anderson, A. K.: Essentials of Physiological Chemistry. Fourth 


edition. 1953. 

Archer, W. a Manual of Oral oowy. 1952. 

Ashdown, A. M., and Bleazby, E natomy, Physiology, and 
Hygiene : A Textbook for Nurses. Revised edition. 1953 
ch, S. J.: Metabolism of Protein Constituents in the Mam- 


malian Body. 1952. 

Banks, A. L.: Social faved ie Disease. 1953. 

Banks, S. W., and Laufman, H.: Atlas of Surgical Exposures of 
the Extremities. 1953. 

Barton-Wright, E. C.: — - oy Assay of the Vitamin 


4" and Amino-Acids 
: Chemical Physiology of Endoparasitic Animals. 


=e, S 

British Association for the Advancement of Science: A Scientific 
Survey of Merseyside 1953. 

British Red Cross Society: First Aid Manual No. 1. Tenth 


edition by Sir Harold E. Whittingham and Sir Stanford Cade. 


oe. 
Brown, W.: Dr. Howe and the Forsyth Infirmary. 1952. 
Collins, ¥ M. E.: Approach to Psychology. 1953. 
Conway, E. 9.3 Biochemistry of Gastric Acid Secretion. 1953. 
Dearden, H.: ‘Science of Happiness. Revised edition. 1952. 


Dogliotti, G. C.: Medicina Interna. 1953. 

Hadfield, J. A.: Mental Health and the Psychoneuroses. 
(Abridged edition of Psychology and Mental Health). 1952. 

Hallmann, L.: Bakteriologische Niaihrbéden. 1953. 

Hausworth, O.: Vegetative Konstitutionstherapie. 1953. 

= M.: Aids to Theatre Technique. Second edition. 


ek A: A.: The Will to Live. 1952. 
Knott, H. (Editor): Trial of William Palmer. Third edition. 


1953," 
Kral, F., and eo BR J.: Veterinary Dermatology. -*1953. 
Ledlie, R. C. B., and Harmer, M.: Aids to Surgery. Eighth 


edition. 1952. 
Leslie, I.: Aids to Organic Chemistry for Medical Students. 


Fourth edition. 1952. 
Ludovici, A. M.: Quest of Human Quality: How to Rear 


Leaders. 1952. 
Liischer, E.: Lehrbuch der Ohrenheilkunde. 1952. 
Meyer, H. F.: Essentials of Infant Feeding for Physicians. 1952. 


Moates, M. L., and Filson, M.: Nursing Arts. Second edition. 
Moroney, J.: Surgery for Nurses. Second edition. 1952. 
Mozley, A.: Background for the Prevention of Bilharzia. 1953. 
Murray, G.: Matters of Life and Death: An Inquiry into 
=. Faith Healing, and Psychic Research To-day. 


Neustatter, W. L.: Psychological Disorder and Crime. 1953. 

New York Academy of Medicine: Committee on Public Health 
Relations, Infant and Maternal — in New York City: A 
Study of Hospital Facilities. 1952 

Normanton, H. (Editor): Trial of Alfred Arthur Rouse. Second 
edition. 1952. 

Penry, J.: The Face of Man: A Study of the Relationship Be- 
_tween Physical Appearance and Personality. 1952. 

Pieraccini, G.: Lavoro Femminile Casalingo ed Estracasalingo: 


Eugenica ed eutenica. 1953. 
Roentgen Aspects of the Papilla and 


ee M. H., ef al.: 

pulla of Vater. 1953. 

Schultze-Niemann, M.: Schépferische Gestaltung aus dem 
ee. 1953. 

Seiverd, C. E.: Hematology for the Medical Technologist. 1952. 

Shestack, R.: Handbook of Pharmacology for Nurses. 2. 

de Swiet, I: Essentials for Final Examinations in Medicine. 


Fourth edition. 1952. 
epee. G. N.: The Psychopathic Delinquent and Criminal. 


1953. 

United Nations: Atomic Ener = International Biblio- 
graphy on Atomic Energy. ol. Scientific Aspects. Sup- 
plement I. 1952. . 

— B. S., et al.: Biochemistry and Human Metabolism. 

Wilmer, H. A.: This Is Your World: A Book for the Orienta- 
tion of Professional Workers to the Emotional Problems of the 
Chronically Ill Patient ; Tuberculosis and the Individual. 1952. 

rom F. (Editor): Trial of The Seddons. Second edition. 





Association Notices 





NORTHERN RHODESIA BRANCH 


Notice is hereby given by the Council to all concerned that 
the existing Northern Rhodesia Branch, which has no Divi- 
sions, has been reconstituted as from the date of this notice 
into a Branch with two Divisions with the following titles 
and areas: 

(a) Northern Division, comprising the Western Province with 
the districts of Kawambwa and Fort Rosebery. 

(b) Southern Division, comprising the Northern Province (ex- 
cluding the districts of Kawambwa and Fort Rosebery) and the 
Eastern, Central, Southern, and Barotse Provinces. 

A. MACRAE, 
Secretary. 


Diary of Central Meetings 


DECEMBER 
31 Thurs. Guillebaud Steering Committee, 10.30 a.m. 


JANUARY 


5 Tues. War Memorial Committee, 12 noon. 
7 Thurs. —_— Practices Committee, G.M.S. Committee, 
p.m. 

7 Thurs. Central Consultants and Specialists Committee 
Executive, 2.30 p.m. 

8 Fri. Industrial Injuries Evidence Subcommittee, 
Occupational Health Committee, 2 p.m. 

12 Tues. Central Ethical Committee, 12 noon. 

12 Tues. Amending Acts Committee, 2 p.m. 

13. Wed. Council, 10 a.m. 

14 Thurs. Central Consultants and Specialists Organization 
Subcommittee, 10 a.m. 

14 Thurs. Staff Side, Committee “C,” Medical Whitley 
ey (at 14, Russell Square, London, W.C.), 

14 Thurs. Complaints Procedure Subcommittee, Central Con- 
sultants and Specialists Committee, 2.30 p.m. 

14 Thurs. Full Committee ‘‘C,” Medical Whitley Council 
(at 14, Russell Square, London, W.C.), 3 p.m. 

15 Fri. Joint Committee of B.M.A. and the Magistrates’ 


Association, 10.30 a.m. 





Correction.—The year mentioned in connexion with Dr. S: Q. 
Servanté (Supplement, December 12, p. 225) should have been 
1950 and not 1940. 
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Advertising, indirect, 1, 48 
Adye-Curran, Gerald Francis, disciplinary case of, 


Alcohol and road accidents; report for publication, 
195 


Aldershot and Farnham Division; first meeting, 3 
Amending Acts Committee, work of, 159 
American Medical Association; membership figures, 


Anaesthesia, domiciliary; consultation fee, 81 (C) 
ANTHONY, E.: Prescribing costs, 184 (C) 
Antibiotics, export to China, 17 

Appeals machinery in Northern Ireland, 95 
Areas, classification of; amendments, 87, 198 


ARMED FORCES: 
Armed Forces Committee; 
functions, 73 
Election of Direct Representatives, 54 
Report to Annual Representative Meeting, 17 
Report to Coyncil, 195 
Army: Appointments and retirements, 10 
Emergency Reserve of Officers, R.A.M.C.: 
Appointments and retiremenis, 10, 71, 215 
Regular Army: Emergency Commissions; 
R.A.M.C.: Appointments, 76 
Regular Army Reserve of Officers; 
ments and retirements, 71, 215 
Regular Army Reserve of Officers; R.A.M.C.: 
Appointments and retirements, 71, 76, 215 
R.A.M.C.: Appointments and retirements, 10, 
71, 76, 92, 215 
Territorial Army: 
ments, 10 
Territorial Army Reserve of Officers: Appoint- 
ments and retirements, 238 
Territorial Army Reserve of Officers: R.A.M.C.; 
appointments and retirements, 71, 92 
Territorial Army; R.A.M.C.: Appointments 
and retirements, 10, 71, 92, 215 
Committee to review medical and dental services 
provided (Waverley Committee), 101, 195, 229; 
correspondence, 178, 191, 207, 213, 229, 236 
Hospital priority for war pensioners, 78 
— Force: Appointments and retirements, 
92, 
Reserve of Officers: Appointments and retire- 
ments, 92 
Volunteer Reserve: 
ments, 92, 238 
Royal Auxiliary Air Force: Appointments and 
retirements, 92 
Royal Navy: Appointments and retirements, 10, 
71, 215, 238 
Royal Naval Volunteer Reserve; appointments 
and retirements, 10, 71, 215, 238 
Service careers inquiry (Waverley Committee), 101, 
195, 229; correspondence, 178, 191, 207, 213, 
229, 236, 238 


ARMSTRONG, J.: Service recruitment, 207 (C) 
— See MuMForD, W. B., 214 
Assam Branch: Annual general meeting, 211 
ASSISTANTS : 
Conditions of employment, 43 
Employment of salaried assistants, 69 
Income-tax expenses claim by principal for 
maintezance, 8 
Trainee, 44, 89, 144, 219 
— grant to principal holding double appointment ; 
disciplinary case, 2 
Assurance: Fee for “ long ” form life assurance, 233 
ATKINSON, W. J.: Service recruitment, 213 (C) 
Australia: Progress in national health (Sir Earle 
Page), 93 
— social security benefits ; 
with Britain, 234 
Autonomous bodies, 46 
Auxiliaries, medical, qualifications of, 4 
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Appointment and retire- 


reciprocal arrangements 
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BaiLey, J. S.: General practice, 165 (C) 

Barrie, W. G., withdrawal of authority 
Dangerous Drugs Act, 178 

BARTLETT, Mary J.: The facts on forms, 237 (C) 

BATEMAN, D. V.: Service recruitment, 207 (C) 

Batt, Betty J.: The Drug Bill, 79 (C) 

B.C.G. vaccination of schoolchildren, 240 

— A.: Some Health Service developments, 


1 
— Grading of S.H.M.O.s, 213 (C) 
Bett, J. J.: Grading of S.H.M.O.s, 184 (C) 
Bang goes saxpence, 237 (C) 
annual general 


under 


BeTHUNE, A. D.: 
Birkenhead and Wirral Division; 
meeting, 222 


Birmingham: Health Service developments (A. 
Beauchamp), 181 

Barr, H., and MARKS, J.: Prescribing costs, 184 (C) 

Bop, W. J.: The G.M.C.’s warning, 236 (C) 

Bonus-shift certificates, 50, 233 

Bourne, G.: Cost of prescribing, 66 (C), 96 (C) 

BousFIELD, L. C.: Justice for the Sassenach, 184 (C) 

Brain, Sir Russell: Dr. Johnson as scientist and 
patient, 62 

Brighton Division: Change of name, 192 


BRITISH MEDICAL ASSOCIATION : 
Annual Meeting, Cardiff: 
Annual dinner, 59 
Annual General Meeting, 52, 56 
Annual Representative Meeting, 15; 70 (C); 
elections, 44; Representatives’ dinner, 59 
Civic reception, 61 / 
Civic welcome, 25 
Exhibitions, 63 
Extraordinary General Meeting, 53 
Popular lecture, 62 
President’s reception, 57 
Religious services, 62 
Trade exhibition, 64 
Annual Meeting 1955, 193 
Annual Meeting 1959, 193 
Articles and by-laws; amendments, 46 
Catering at B.M.A. House, 55 
Committees; policy for 1953-4, 56 
Constitution; proposed reform, 47 
— Committee, 196 
Council, proceedings, 55, 193 
Film Library, 3 
Financial position, 195 
— statement at Annual Representative Meeting, 19 
Group Committees, elections, 156 
— — history of, 239 
Library accessions, 72, 80, 92, 100, 185, 214, 242 
— history and description, 86 
Membership figures, 45 
— subscription, 20 
es Committee, history and functions of, 


Overseas branches, history of, 231 
President inducted, 52 
—- tour, 229 
President, 1954-5, 16 
— 1955-6, 16 
— — competition for medical students, 1954, 
Prizes and scholarships, history of, 11. 
— presentation of, 56 
Regional officers’ conference, 6 
Scholarships in aid of scientific research, 76, 202 
Science Committee; origin and function, 11 
War Memorial, 211 
British Medical Guild, 56 
British Medical Journal ; , report to Annual Repre- 
sentative Meeting, 20 
— --—— Supplement, 21 
British Medical Students’ 
general meeting, 1953 
British Student Tuberculosis Foundation, 206 
Bromley Division Dinner, 190 
Brown, I. M.: Limited lists, 81 (C) 
Brown, K. T.: Cost of prescribing, 82 (C) 
BRYAN-BRowN, D. S.: Entry into medicine, 242 (C) 
Building Committee; report to Annual Representa- 
tive Meeting, 16 
Bulsara, Ratan Noshirwan, disciplinary case of, 225 
Burke, S.: Grading of S.H.M.O.s, 221 (C) 
Bury Division, 82 
BUTTERFIELD, K., and Davies, E. M.: Assistant 
medical officer award, 9 (C) 


Association; annual 


Cc 


Comti= Medical Association, joint meeting with 

Canvassing, 219 

CARMICHAEL, C. H. 
220 (C), 236 (C) 

Cars. See Motor-cars 

Cement dust; investigation by, Dartford Division, 159 

Central Consultants and Specialists Committee. See 
Consultants and Specialists 

Central Ethical Committee, history and function of, 1 

Central Health Services Council, annual report, 74 

Certificates, ‘‘ bonus-shift,” 50, 233 

— private certificates for fitness, 168 

Certification, 137 is 

— general practitioners’ increasing difficulties, 164 

Charities Committee; report to Annual Repre- 
sentative Meeting, 17 

Charles a? Clinical Prize Essay Competition, 


> 


R.: The G.M.C.’s warning, 


Charles Oliver Hawthorne Clinical Prize, 162 

Chelsea and Fulham Division, 10, 230 

Chemicals that can be prescribed, 198 

Cuesney, W. M., Witson, A. J. K., SHore, H., and 
_MACLEAN, H.: Justice for the Sassenach, 180 (C) 

Christian Medical Fellowship breakfast, 61 

Chronic sick, accommodation, 110, 140 

Churches’ Council of Healing, 193 

Civil Service medical officers, remuneration, 51, 194 

— — — — Joint Committee; B.M.A. representa- 
tives, 56 

CLARKE, R. E.: Cost of prescribing, 66 (C) 

— Distribution of power, 208 (C) 

CLIFFORD-JONES, E.: Care of the tuberculous, 171 (C) 

CocksuHutT, R. W.: Extraordinary General Meeting, 
9(C), 13 (C) 

ne, Sir Henry, elected Vice-President of B.M.A., 


Colonial Medical Service: Appointments, 10, 76, 216 
— — -— future of, 57 = 

— — — income-tax liabilities, 241 

— — — testimonials for medical officers, 199 
Compensation, 44 

— as security for loan, 234 

Conlin, Patrick Joseph, disciplinary case of, 225 
ConsTaD, V.: Private practice, 172 (C) 

Constitution Committee, 196 

— of B.M.A.; reform proposed, 47 


CONSULTANTS AND SPECIALISTS: 

Central Consultants and Specialists Committee, 
163, 170 (C), 201 
Appointments, 164; 170 (C) 
Constitution, 33 
Guillebaud evidence, 163, 232 
Report to Council, 196, 221 

Central Consultants and Specialists Committee 
(Scotland); annual report, 226 

Demands of whole-time specialists, 66 (C) 

Direct resort to consultants by patients, 113 

Domiciliary consultation arrangements, 4, 32 

Organization of consultants, 4 

Part-time posts, 33 

Professional relationships with general practi- 
tioners, 116, 146, 232 

Public and professional relations, 233 

Reports to general practitioners on discharge of 
hospital patients, 164 

Security of tenure, 27 

Whitley machinery, 27 


Cope Committees, 4 

Corby Diagnostic Centre, 13 (C) 

Coronary Club, 207 (C) 

Corsets, surgical, 41 

Coulthard, William Francis Hirsch, disciplinary case 
of, 225 

Council, proceedings, 55, 193 

Cox, A.: Isle of Man Commission on salaries, 96 (C) 

Cremation, certification procedure, 

Cricket match, B.M.A. v. Law Society, 8, 12 

——_ W. F., removed from N.H.S. medical 
ist, 

CuLBerT, T. D.: The Anzual 
Meeting, 70 (C) 

Ong F. J.: Ophthalmic services, criticisms of, 


Cyprus: Salary dispute, 58, 199, 235 


Representative 
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Dauneg, S. F. L.: Grading of S.H.M.O.s, 201 (C) 

Danckwerts award and small-list practitioner, 35 

Dangerous Drugs Act: Withdrawal of authority 
from T. B. Whithead, 82 

Danish Medical Association, 204 

Dartford Division: Investigation on air pollution by 
cement dust, 159 


Davies, E. M. See BUTTERFIELD, K., 9 
mee Yo J. C.: Quality in general practice, 


Death, notification of cause of; obligations of 
general practitioner, 12 

Denmark: A visit to Denmark (E. R. C. Walker), 203 

Diagnosis in general practice, 106, 137 

Digitalis folia, disadvantages of, 81 

Dispensing fees; differences in England and Scot- 
land; effect on cost of proprietaries, 237 (C) 

Doctor: see also Consultants and Specialists; 
General practitioner ; Hespitals, medical officers ; 
Medical practitioners 

~— Doctor-patient relation hip, 111, 134 

Dopp, H.: Medical repou:s in confidence, 184 (C) 

Domiciliary consultations, 4, 32 

Dorset Division, 10, 82 

Drexler, Oscar, disciplinary case of, 224 

Drivers, public transport, medical standards for, 227 
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Drucs: see also Dispensing; Prescribing 
os list of proprietary medicines, 70 (C), 
171 (C) 
Found in the home, 89 
General practitioners as “ supplier,”’ 112 
Joint Formulary Committee, 157, 195 
Press announcements of new drugs, 51 
Supply to private patients, 42, 114 


™unbartonshire Division: Presentation to secretary. 
235 


Dunn, Archer Wilson, disciplinary case of, 225 
ee Duration certificates,” 


E 


East Africa salaries commission, 199 


Edinburgh, Duke of, elected Honorary Member of 


B.M.A., 16 
Education, medical; first world conference, 96 
— — in Eire 228 
— — in Malaya and a 228 
E_per, H. H. A.: Unwilling to pay, 237 (C) 
E.us, G. E.: Sweated doctors, 82 (C) 
Ex:muirsr, E.: Senior registrars, 206 (C) 
Empire Medical Advisory Bureau, 51, 59 
Enfield and Potters Bar Division, 238 
Ernest Hart Memorial Scholarship, 76 


ETHICs: 
Advertising, 48 
Central Ethical Committee, history and function, | 
Discussion at Annual Representative Meeting, 48 
Rules for industrial medical officers, 18 


Evans, E. W. T.: Care of the tuberculous, 190 (C) 
Evidence in courts by medical experts, 31 

Executive Councils Association (E d), 169, 183 
Extraordinary General Meeting, 9 (C), 13 (C); 16 


F 
Family Doctor; report at Annual Representative 
Meeting, 21 
Fellowship for Freedom in Medicine: 
general meeting, 210; 230 (correction) 
Film Committee, 3 
— — report to Annual Representative Meeting, 17 
— library, 3 
Fine, W.: Quality in general practice, 179 (C) 
Fisuer, J. G. See HeGarty, B. 
Flanigan, John Joseph, disciplinary ‘case of, 224 
Flood Distress Fund, 17 
Folkestone and Dover Division, 10 
Forp, H. K.: Sweated doctors, 221 (C) 


Annual 


G 


General Medical Council; 187th session, 217 
— — — Medical Disciplinary Committee, 223 
— — — Warning on fraudylent dealings by medical 
practitioners, 218; 220 (C) 
GENERAL MEDICAL SeRvices Committee, 157, 176 
Cost of the N.H.S., 
Discussion on Niintoser’ s speech, 5 
Encouragement of group practice, 218 
Report at Annual Representative Meeting, 33 
Genial Medical Services Subcommittee (Scotland), 
182 


GENERAL PRACTICE: 

Accommodation in surgeries and waiting-rooms, 
158 

Appointinents systems, 125 

Classification of areas ; amendments, 87, 198; 
designated areas, 2 

Doctor-patient relationship, ill 

Effect of increasing specialization, 107 

Effect of National Health Service on scope, 109 

Encroachment of hospitals, 171 (C), 201 (C) 

Expenses, 176 

Field survey 1951-2, 165 (C) 

General Practice Review Committee, membership, 


104 

Report, 103, 131; 165 (C), 184 (C), 190 (C) 

—- to Annual Representative Meeting, 51 
Group practices, encouragement of, 218 
Inquiry; discussion at Annual Representative 

Meeting, 42 
Lists, size of, 127 
Organization; effect of National Health Service, 

125, 141 
Postal inquiry among 12,879 general-practitioner 

principals, July, 1951; method and results, 

105; 166 (C) ; 
Practice poe: Call for highest possible 

standards, } 

Quality in 1. practice, 161 (C), 179 (C), 

185 (C), 191 (C), 200 (C) 

Small-list practitioners ; working party inquiry, 87 
cee and waiting-room accommodation, 165, 


Trainee practitioners, 144 
Trainers of trainee assistants. 
Vacancies, method of filling, 36, 70; 238 (C) 


‘Guana PRACTITIONERS : 
Consultants’ reports on discharge of hospital 
patients, 164 
Diagnostic facilities, 32 
Facilities for postgraduate education, 129, 143 


INDEX TO SUPPLEMENT 


SUPPLEMENT 10 THE 
__BrittsH MEDICAL JOURNAL 





GENERAL PRACTITIONERS (continued): 


Hospital facilities; effect of National Health 
Service, 119, 14 

— relationships, 149, 176; 208 (C) 

-— work; terms of service, 157 

In the .history of the medical profession, 131; 
171 (C) 

Laboratory facilities, 32 

Professional relationships, 114, 142 

Remuneration. See Remuneration 

Representation on regional hospital boards, 157 

Trainee scheme, 89, 219 

Visits to patients in hospital, 181 

Work required in National Health Service, 125 


Geriatric units, 45, 102 

Gibson, W., presentation to, 235 

GILLETT, P. F. B.: Domiciliary angtat, sous 

GILLISON, K. H. See Mumrorp, W. B., 

Glasgow Division, 80 

GOLDMAN, D.: General practice: Encroachment of 
hosvitals, 171 (C) 

Goodwill. See Practices, goodwill 

Gorman, E. N. G.: National Formulary, 9 (C) 

Grant, B. S.: Medicines classified, 

Grant, I. D.: A visit to New Zealand, 173 

GRAnrt, W. J.: Extraordinary general adie 13 (C) 

Group Committees, elections, 156 

— — history of, 239 


GUILLEBAUD COMMITTEE: 
B.M.A. steering committee to consider evidence, 
55, 205 
Consultants and Specialists’ evidence, 232 
— Local Medical Committee memorandum, 
Public Health Committee evidence, 210 
T.U.C. evidence, 206 


Guttick, D. L.: Succession to  single-handed 
practices, 79 (C) 


H 


Hampstead Division, 216 

HARRISON, Beryl L.: 
206 (C), 229 (C) 

Hart Memorial Scholarship, 76 

Hart ey, P. E.: Service recruitment, 207 (C) 

—- Clinical Prize Essay Competition, 80, 162, 


Injustice to S.H.M.O.s, 


Hawthorne Clinical Prize, 162 

Hay, John William, disciplinary case of, 225 

HAYWARD, J. B. W.: Grading of S.H.M.O.s, 229 (C) 

ee wees views of general practitioners, 125, 

Health education of the public, 103, 108, 136, 177 

Health visitors, 25; 76 (C) . 

— — and general practitioners, 115, 145, 240 

Heard at Friends House, 96 

Heser, F. L. P.: Sweated doctors, 99 (C) 

Hecarty, B. M., Murray, H. M., MARSHALL, A. J., 
and FisHer, J. G.: Economy in prescribing, 
237 (C) 

Henry, L.: Grading of S.B.M.O.s, 213 (C) 

HEeRFORD, Mary: Small-list doctor, 98 (C) 

ey: H. P.: Capitation system unsatisfactory, 

9 (C) 

— General practice, 165 (C) 

Hirscn, B.: Capitation system unsatisfactory, 79 (C) 

Hirschmann, Joseph, disciplinary case of, 224 

Holland Division, 238 

Houiick, C. L.: Fees for coroners’ necropsies, 
237 (C) 

Hong Kong: Amendment of medical registration 
ordinance, 200 


HOspPIrTALs: 

Beds available to general practitioners, 119, 147 

Endowments; Scottish commission, 212 

Facilities for general practitioners; effect of 
National Health Service, 119, 147; 170 (C) 

General-practitioner hospitals, 43 

General practitioners in; terms of service, 157 

Legal responsibilities of authorities in Scotland, 226 

Medical officers; advisory machinery, 88 

— — approved hospital posts, 217 

— -—- house officers; remuneration with other 
hospital posts, 75 (C) 

—  — in Northern Ireland; liaison with hospitals 
authority, 6 

—  — Junior posts and National Service, 233 

—-—-—— conditions of employment, 99 (C), 
161 (C), 179 (C), 185 (C), 200 (C) 

— — — — preference given to teaching hospital 
registrars, 28 

— — remuneration, 26, 27, 29; 237 (C) 

— — representation on Whitley Council, 29 

— — S.H.M.O.s, grading, 29, 206 (C), 229 (C), 232 

— — — — Ministry refuses further review, 167; 
184 (C), 1201 (C), 213 (C), 229 (C) 

— — — remuneration, 29 

— — — representation of, 29 

— — — Scotland, 226 

Minister-hospital consultation, 74 

Records; loans to government departments, 49 

Regional boards, general practitioner representa- 
tion on, 157 

Regeh 4 general practitioners, delay in receipt, 
124, 
— to An s doctor, 4, 158 

Waiting-lists, 33 

Working party on costing system, 190 


I 
ILuirre, C.: Service recruitment, 190 (C) 


INCOME TAX: 
Assessment on unreceived profits, 91 
Assistant, expenses claim for maintenance of, 8 
— with rent-free house, 91 
Colonial Medical Service liabilities, 241 
— of agent for assistance in tax matters, 


ae cme pensions regarded as earned income, 
5 


Liability on retirement, 90 

Motor-cars: Allowance and income-tax claim, 7, 

— new assistants’ new car, 91 

— purchase and Budget changes; 
claims, 212 

— reapplication of initial allowance for, 7 

Part-time physician’s aliowances, 8 

Partnership; change in personnel, effect on 
assessment, 7 

— changes; a changed option, 169 

Practice expenses, 21 

Private residence as well as surgery used for 
professional purposes, 7 

-_“< om equipment, depreciation allowance 


income-tax 


Relief on expenses, 241 
Secretary-receptionist and P.A.Y.E., 235 
Sickness benefits, 91, 235 

Surgery building, 8 

Taxation on reprints, 91 


Industrial Injuries Act, 90 

— — benefits, 98 

Industrial medical officers; 
rules, 18, 167, 205 

— — — future of, 197 

— — —- relation to general practitioner, 13 (C) 

— — — scales of remuneration, 1 

Institute of Public Administration: Health Services 
Conference, 187 

Insurance claims; requests for medical history of 
deceased (W. B. Mumford and others), 214 

International certificates, signature on, 90 

International Relations Committee, 17, 231 

Ireland, Republic of; Health Bill passed, 78 

ona a Medical schools; American visitor’s report, 


duties and ethical 


Isle of Man: Commission on salaries and emolu- 
ments, 83; memorandum of evidence submitted 
by B.M.A., 84; supplementary memorandum, 95 


J 


James, A. K.: Justice for the Sassenach, 162 (C) 
Joint Formulary Committee, 157, 19 


kK 


Kennedy, Patrick, disciplinary case of, 225 
KreeGcer, L. C.: Service recruitment, 178 (C), 
207 (C), 213 (C), 229 (C), 236 (C) 


L 


Laboratory facilities for general practitioners, 32 

Lake, F. B.: The general practitioner and the 
hospital service, 170 (C) 

LANCASTER, S.: National Health Insurance Certifi- 
cates, signing by nurses suggested, 221 (C) 

LaTHAM, D.: Cost of prescribing, 81 (C) 

Lenses; contact lens centres, 199 

Library accessions, 72, 80, 92, 100, 185, 214, 242 

— history and description, 86 

Libyan Medical Service, 57 


Life assurance ** duration certificates,’ 50 s 


— — fees for reports, 50, 233 

Life-saving equipment; use in the home, 72 

Linpsay, Jessie M.: Bureaucratic Hierarchy, 200 (C) 

Lists, limited, remuneration for, 35; 81 (C), 98 (C) 

Liverpool Local Medical Committee Bulletin, 228 

Local Medical Committees, annual conference; 
Change in conference motion, 9 (C) 

London Local Medical Committee: Memorandum 
on cost of N.H.S., 69 

LonGrorp, W. U. D.: Sweated Doctors, 200 (C) 

LyncH, P.: Private physiotherapists in private 
practice, plight of, 220 (C) 


M 


MacBain, G.: The G.P. and the industrial medica! 
officer, 13 (C) 

Macllrath, William Acton, disciplinary case of, 223 

MACLEAN, H.: See CHesNey, W. M., 180 (C) 

oo --. A. C.: Capitation system unsatisfactory, 


1(C) 
Macleod, Iain, address at annual meeting s Execu- 
tive Councils Association (England), 
MAcwILLiAM, H. H.: Consultant {a 


Maizet, J.: Cost of practice premises, 201 (C) 
MANLEY, W. B.: Sweated doctors, 75 (C) 
Marks, J. See Brat, H., 184 

Marmite classified as a food, 74 (C) 
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See HeGcarty, B. M., 237 


MARSHALL, A. J. 
Succession to single-handed 


MARSHALL, R. S. V.: 
practices, 91 (C) 
Matabeleland Branch, 202 


ote Medical Services ; fees for examinations, 
22 


— — — maternity benefits revised, 78 
— — — remuneration, 41 
Mayne, C. F.: Service recruitment, 229 (C); 


correction, 238 
Medical Officers of Health. 
Medical Service 
—_ officers of public schools, remuneration of, 
1 


See Public Health 


Medical Practices Committee: Classification of 
areas; amendments, 87, 198; designated areas, 
a practitioners: Monetary present to pre 

22 


— — probable increase during next decade, 242 (C) 

Medical records; disclosure to police, 241 

Medical reports in confidence, 184 

Medical War Relief Fund; annual report, 227 

Medico-legal: Forensic pathology competition 
proposed, 80 

— litigation against doctors; discussion at Annual 
Representative Meeting, 30 

— medical evidence in courts of law, 31 

— proposed strengthened organization in medico- 
legal field, 30 

Membership figures of B.M.A., 45 

— subscription, 20 

Metropolitan Counties Branch: 
Ball, 184 

Midwifery. See Obstetrics 

Mileage payments, 37 

— — rural and urban differences, 99 (C) 

Miners: bonus-shift certificates, 50, 233 

Ministry of Health: Report for Year Ended December 
31, 1952. Part I, 97 

Mombasa Division, 216 

Monaghan, Gerald Niall, disciplinary case of, 225 


Annual Charities 


Monro, I. C.:  B.M.A. and the Public Health 
Service, 14 (C) 
——— D.;+V.: Quality in general practice, 
(C) 


Morrice, J. K. W.: Quality in medical practice, 
185 (C) 


MOTOR-CARS: 
Allowance and income-tax claim, 7 
— for public health medical officers, 183 
Badges, 175 


Expenses not covered by allowance; income-tax 
relief, 212 

Income-tax allowance for expenses, 8 

Purchase price and Budget changes; effect on 


income tax relief, 212 
Reapplication of initial income-tax allowance, 7 


Motor tricycles for invalids; conditions for supply, 98 

Mumrorp, W. B., PaGe, L. J., ARMSTRONG, J., 
GILLIsON, K. H., and PesHALL, J. C. E.: Unwil- 
ling to pay, 214 (C) 

Murray, H. M. See HeGarty, B. M., 237 


N 
Nasu, D. F. E.: Senior registrars, 221 (C) 
National Formulary’, 189, 195 


— — criticisms, 9 (C) F ‘ 
— — discussion at Annual Representative Meeting, 


— — revision, 89 


NATIONAL HEALTH SERVICE: 

Amending the Acts, 159 

Central pool, calculation of, 176 

Change of doctor regulations criticized, 185 (C) 

Co-operation in the Service, 51 

Cost; Guillebaud Committee: 

— B.M.A. steering committee to consider evidence, 
55, 205 

— Consultants and Specialists’ evidence, 232 

— London Local Medical Committee memoran- 
dum, 69 

— Public Health Committee evidence, 210 

— T.U.C. evidence, 206 

Drug bill, 78 (C) 

Effect on "general practice organization, 125, 141 

Fraudulent dealings by medical practitioners, 218 
220 (C) 

Making the most of present resources, 187 

Patient reluctant to leave, 178 

Present state, 207 (C) 

Proprietary drugs, prescription of, 78 (C) 

Reform, 51, 159 

Removals from medical list, 160 

Remuneration. See Remuneration 

Report of Ministry of Health for 1952, 97 

Review; Minister’s statement, 74 

Small- list practitioners, 208 (C) 

— — sources of income, 172 (C) 

Some developments (A. Beauchamp), 181 

Superannuation, 44, 240 

Whole-time State-salaried service, 45 


National Insurance (Industrial Injuries) Act, 90 
omy Ophthalmic Treatment Board Association, 
2 


5 
Neame, H.: Sweated doctors, 236 (C) 
New Zealand Health Service (I. D. Grant), i. 
NICHOLLS, A. E.: Sweated doctors, 200 (C), 236 (C) 
Nigeria Branch; annual general meeting, 220 


North Lancashire and Westmorland Branch, 80 

North Staffs Division, 166 

North Wales Branch; annual meeting, 222 

Northern Ireland: Appeals machinery; discussion 
with Minister of Health, 95 

— ¥ hospital staffs; liaison with hospitals authority, 


Northern Rhodesia Branch; reconstitution, 192, 242 

Nurses, district; professional relationships with 
general practitioners, 114, 145 

— fees for lectures to, 32 

~—- housing of, 76 

— student, medical examination of, 12 


Oo 
OBSTETRICS: 
General practitioner’s attitude to midwifery, 109, 
138 


House appointments, 236 (C) 

Midwives; professional relationships with general 
practitioners, 114 

New maternity benefits, 78 


— Maternity Hospital; proposed closure, 
4 


Occupational Health Committee, 167 
— — — constitution and functions, 67 
—— — — report to Annual Representative Meeting, 17 
Occupational Health Services, advisory councils, 168 
— — — future of, 101, 68, 197 
O’Connor, D. M.: Incontestable extravagance, 
229 (C) 
Oestrogen preparations, free sale of, 51 
Old age: Geriatric units, 45 
OPHTHALMOLOGY : 
Advice to patients on practitioners and opticians, 


305 

“ Direction ’’ by general practitioners of patients 
needing a sight test, 199 

National Ophthalmic Treatment Board Associa- 
tion, 205 

Ophthalmic Group Committee, 198 

Ophthalmic representation on local medical 
committees, 199 

Ophthalmic Service, criticisms of, 75 (C) 

— -— “direction” of patients by general practi- 
tioners, 89, 199 

— --- provision of toughened lenses, 89 

— --- * reminders,” 198 

Opticians, clinical instruction of, 199 

-— dispensing, salafies of, 1 

— statutory registration, 217 


Organization Committee, 194 

— — history and functions of, 209 
Overseas Committee, 57, 194, 231 
— conference, Cardiff, 5 

— membership, 34 

— representation, 46 


P 


Page, Sir Earle: Address to World Medical Asso- 
ciation on progress in Australian national 
health measures, 93 

Pace, L. J. See MUMFORD, W. B., 214 

Partnership: Change in personnel; effect on 
income-tax assessment, 7; changed opinion, 169 

— succession, 36 

Partnerships and practice vacancies, 70 

Patients, disciplinary rules for, 4 

— disclosure of clinical details to local medical 
committees, 68 

— records, loan to Ministry of Pensions and National 
Insurance, 88 


PauL, J.: Change of doctor, 185 (C) 
Pearce, J.: Capital expenditure, 184 (C) 
Pearce, R. M.: Proprietary medicines, 171 (C) 


PEARSON, G. H.: Cost of prescribing, 155 (C) 
Penny, W. M.: Keeping the patient, 201 (C) 
PESHALLy J. C. E. See MUMFORD, W. B., 214 
Pharmacists and doctors; 
South Middlesex Division, 182 

Physiotherapy, domiciliary, 189 

— services available to general practitioners, 148 
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